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Reflected in Osteopathy.” 


also in its method of presentation. 
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1950 CONVENTION TO BE HELD IN CHICAGO 


tae of your New Year’s resolutions should be that you will attend the Fifty- ° 
Fourth Annual Convention of the American Osteopathic Association to be 
held at the Stevens Hotel in Chicago, July 10-14 inclusive. 


The keynote of the program will be “The Integrated Concept of Health As 
Dr. C. R. Nelson, program chairman, has planned a 
schedule which will emphasize integration not only in the program material but 


It is not too early to send in your hotel reservations. Use the blank provided 
for that purpose in the January Forum or Osteopatuy. It supplies all the needed 


New! Friedberg’s Diseases of the Heart 


of the heart; the effect of anemia on cardiac disease ; 


This brand new book is without any question the 
most complete and up-to-date text on the heart in 
print today. It provides especially thorough coverage 
of the more commonly encountered disorders—10 
chapters on heart failure and shock; 8 on coronary 
disease and disturbances of blood supply to the heart ; 
and 3 on rheumatic fever and rheumatic heart disease. 
In most cases these discussions are more thorough 
and modern than available monographs on the same 
subjects! Several topics not even mentioned in many 
other books on the heart are considered here in detail 
—traumatic heart disease, for instance, and tumors 


W. B. SAUNDERS COMPANY © 


and the relationship of the heart to endocrine and 
metabolic disorders. 


The approach is from the point of view of pathologic 
physiology, with emphasis on the mechanisms by 
which disease arises and by which manifestations de- 
velop. These pathologic phenomena are explained in 
the light of their application to clinical diagnosis and 
treatment. 

By Cuartes K. Friepserc, M.D., Associate Physician, Mt. Sinai 


Hospital, New York; Lecturer in Medicine, Columbia University. 
1081 pages 7” x 10”, illustrated. $11.50. New. 


West Washington Square, Philadelphia 
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EFFECTIVENESS 


MINERALS 
Cobalt (Cobaltous Sulf. .7H,O)......... 


Copper (Cupric Sulfate) ............05% 1 mg. 
Boron (Sodium Metaborate) .........-.- 0.2 mg. 
Iron (Ferrous 10 mg. 
lodine (Potassium lodide).............. 0.15 mg. 
Calcium (DiCalcium Phosphate) ......... 213 mg. 
Manganese (Mangonous Sulf.) .......... 1 mg. 
Magnesium (Magnesium Sulf.) .......... 6 mg. 
Molybdenum (Sodium Molybdate) ....... 0.2 mg. 
Phosphorus (DiCalcium Phosphate) ...... 165 mg. 
Potassium (Potassium Suif.)............. 5 mg. 


AT A PRICE EVERY PATIENT CAN AFFORD 


capsule 


The Vi terra formula provides a balanced intake of 
vitamins, minerals and trace elements. It is designed 
to enhance the nutritional benefits of each of its ingre- 
dients. The components of Vi terra are so proportioned 
as to insure the harmonious interrelationship that is 
essential for the proper functioning of the vital enzyme 


The Vi terra formula is based on the research of hun- 
dreds of authorities on nutrition. It contains all of the 
vitamins known to be essential for human nutrition 
and the 12 minerals most commonly deficient in food. 


With Vi terra, it is possible, for the first time, to secure 
adequate supplementary intake of vitamins, minerals 
and trace elements in a single capsule. 


VITAMINS 


Vitamin A (Refined Fish Liver Oil) . .5,000 USP Units 
Vitamin D (Irradiated Ergosterol) ... . 500 USP Units 


Vitamin B, (Thiamine Hydrochloride) ...... 3 mg. 
Vitamin B., (Riboflavin) 3 mg. 
Vitamin B,; (Pyridoxine Hydrochloride) .. . .0.5 mg. 
25 mg. 
Vitamin € (Ascorbic Acid) 50 mg. 
Calcium Pantothenate (Dextro) ........... 5 mg. 
Mixed Tocopherols Type IV .............. 5 mg. 


DOSAGE. Due to the catalytic-synergistic action of certain minerals with vitamins in vivo, 
it is suggested that one Vi terra capsule a day will serve adequately for supplementary 
nutrition. For quicker results three or more Vi terra capsules daily may be prescribed. 


Vi terra is supplied in bottles of 100 capsules 
J.B. ROERIG & COMPANY - 536 N. Lake Shore Drive + Chicago 11, Ill. 


be BALANCE a 
AN 
WSS 
- P| 
wins ca ‘= 
— | CONVENIENCE 
| 


= A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


lanuary, 1950 


ILE 


New, exclusive formula. makes 


RED CROSS* ADHESIVE TAPE better than ever! 


Once again, Johnson & Johnson brings the 
medical profession another spectacular“first’’! 


It’s world famous Red Cross* Adhesive Tape 
-..-now made by a new, exclusive formula that 


guarantees: 
1. Better Sticking Qualities! 
2. Greater Freedom from Skin Irritation! 
3. Whiter, More Sanitary Appearance! 
4. Stays Fresh Longer! 


Try this even finer product in your office 
today! We think you’! agree that Red Cross* 
Adhesive Tape is the finest adhesive tape on 
the market—bar none! 


Use it just once and you’ll understand why 
more doctors . . . and more hospitals prefer 
and use Red Cross* Adhesive Tape than any 
other brand. 


*No connection whatever with the American National 
Red Cross. 


The most trusted name in surgical dressings... 
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Signs and Symptoms: 
Their Clinical Interpretation 


edited by Cyril M. MacBryde, M.D., F.A.C.P. Assistant Professor of Clinical Medicine, 
Washington University School of Medicine; Assistant Physician, Barnes Hospital, St. Louis, Mo. 


An informative book on applied clinical pathological physiology that gives the basis for 
analysis and interpretation of signs and symptoms. 

The mechanism of each major sign and symptom is clarified by showing how 
anatomy, pathology, physiology, chemistry and psychology are related to its production, 
its manifestations and variations. 

“,.. altogether one of the most instructive books available for either specialists or 
general practitioners. . .. Here in concentrated form is graduate education of high quality. 


The illustrations are excellent and adequately supplement the text...” 


—JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


Ist Edition, 1947. Now in its 3rd Printing. 439 Pages. 74 Illustrations, 12 in Color. $12.00 


J. B. LIPPINCOTT COMPANY, E. Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: L t 
0 MacBryde, SIGNS AND SYMPTOMS, $12.00 Ippincot 
Name Cash enclosed B ks 
Address 


City, Zone, State. Charge my account 
Philadelphia London Montreal 
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reakfast guards against 
© hazardous late morning slump 


@ A second extensive study recently 
completed at a prominent medical college 
supports the previous findings* that the 
habit of eating breakfast guards against 
physical and mental slump during the 
pre-noon hour, always a hazard to work 
performance and safety. For this reason, 
if for no other, the daily eating of break- 
fast constitutes a wise living habit. 


The Sequelae of Breakfast Skipping 


These studies again objectively show how 
physical stamina and mental reactivity 
are lessened in the late morning by the 
unsound practice of skipping breakfast 
or taking just a cup of coffee. 


These impairments of optimal physio- 
logic functioning may well change a 
potentially happy and successful morning 
to one of distress and failure, or even 
jeopardize well-being and safety in the 
stress and hazards of our modern high- 
speed mechanized living. The detrimen- 
tal influences of skipping or skimping 


*Reprint of the research study and findings will be sent on request. 


breakfast can affect adversely not only 
adults engaged in professional and indus- 
trial pursuits, but also school children of 
all ages and housewives. 


What Constitutes a Nutritious Breakfast? 


The breakfast pattern of fruit or fruit 
juice, cereal, milk, bread and butter is 
widely recognized as the basis of a good, 
nutritious breakfast. The cereal serving— 
breakfast cereal and milk—is an impor- 


Journal A.O.4. 
Tanuary, 1959 


tant component of this basic breakfast. 


It contributes biologically complete pro- 
tein, B vitamins, important minerals, and 
caloric food energy. It is bland and easily 
digested. Its many varieties of form, con- 
sistency and taste prevent monotony. 
Marked economy is also a notable feature 
of the cereal serving. 


The presence of this seal indicates that all nutritional statements 
herein have been found acceptable by the Council on Foods 
and Nutrition of the American Medical Association. 


CEREAL INSTITUTE, INC. 


135 South La Salle Street - Chicago 3 


A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED TO THE BETTERMENT OF NATIONAL NUTRITION 
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Published Oct. 1949 | New 2nd Edition 


CLINICAL DIAGNOSIS 
BY LABORATORY EXAMINATIONS 
By JOHN A. KOLMER, M_D., F.A.C.P. 


This completely revised and reset edition applies to the diagnosis and differ- 
ential diagnosis of disease, the clinical interpretations and practical applica- 
tions of laboratory tests and examinations. Hundreds of illustrations, charts 
and tables are of great practical value. 


Clinical, pathological, biochemical, bacteriological, mycological, parasitologi- 
cal, serological and toxicological methods are interpreted and applied. 146 
pages of office laboratory methods are included. 


2nd Edition. 1235 Pages. 335 Illus. and Summaries. Publ. Oct. 1949. $12.00 


Published Oct. 1948 New 2nd Edition 


MAINGOT’S 
ABDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.C.S. (Eng.) 
With Contributions by 8 British and American Surgeons 


Combines detailed technics (profusely illustrated) with the necessary diag- 
nostic data, choice of operation in the individual case, preoperative care of 
the patient, difficulties and dangers which may arise during operation, the 
immediate and remote dangers which may arise during operation, the im- 
mediate and remote results of operations described, postoperative care and 
other factors of importance in reducing operative mortality. 


2nd Edition. 1298 Pages. 1051 Illustrations. Publ. Oct. 1948. $16.00 


COLE’S COLE’S 
OPERATIVE TECHNIC OPERATIVE TECHNIC 
IN GENERAL SURGERY IN SPECIALTY SURGERY 


Edited By WARREN H. COLE, M.D., F.A.C.S. 
Written by 55 AMERICAN SURGEONS 


Introduction By Frank H. Lahey Introduction By Allen O. Whipple 
Published June 14, 1949 Published October, 1949 


Complete in 2 companion volumes, individually indexed, the editor and 
authors present their latest technics and procedures in all operative fields 
usually covered by the general surgeon. 


1740 Pages. 1700 Illustrations. Handsomely Bound. $30.00 


PUBLISHED BY 


APPLETON- CENTURY -CROFTS, INC. 


35 W. 32nd St., New York I, N. Y. 


= | 
7 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS anal 4.0.4, 


In all cases of functional constipation, 
prompt and adequate bowel function 
followed by resumption of normal 
physiological bowel activity can be 
achieved with gentle-acting AGORAL* 
“WARNER’. 


Agoral’s iver 
for constipation 


AGORALF* provides three essentials 
for correction of acute or chronic con- 
stipation—lubrication, gentle peristaltic 
stimulation, and unabsorbable bulk. 


With AGORALY*, there is no forc- 
ing, griping pains or anal seepage. corrective 
Effective, pleasant in taste, and 
readily miscible with foods and bever- 


ages, AGORAL* is the ideal laxative 
for young and old alike. 


AGORAL* ‘WARNER’ is available 
in bottles of 6, 10, and 16 fluidounces. 


William R. Warner & Co., Inc. 
New York St. Louis 


M. Reg. U.S. Pat. Off. 
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Ascorbic Acid 


ational Research 
Allowances, 
Sedentary Man | 
(154 Ibs.) 


Ovaltine in Milk, | | 
3 Servings * 


entages of N. R. C. 
Allowances Provided by | og07 | 46% 
3 Servings* of 
Ovaltine in Milk 


The aim of the dietary at all times 
and under all conditions is to provide ample amounts— 
not just minimum amounts—of all nutrient essentials. 
Only when the daily nutrient intake is fully adequate, 
based on the most authoritative nutritional criteria, can 
the possibility of adequate nutrition be assured. It is for 
this reason that a food supplement assumes great im- 
portance in daily practice. It should be rich in those nu- 
trients most likely deficient in prevailing diets or in re- 
stricted diets during illness and convalescence. 

The multiple nutrient dietary food supplement, Ovaltine 
in milk, is especially suited for transforming even poor 
diets to full nutritional adequacy. This is clearly shown 
by the data in the table above. 

Note in particular the high percentages of the dietary and 
allowances for nutrients and the relatively low percentage Serving for serving, they ere virtually 
of the total calories furnished by the servings of Ovaltine identical in nutritional content. 
in milk. Thus, without unduly increasing the caloric in- 
take, Ovaltine in milk greatly increases the contribution of 
nutrient essentials. Enticing flavor and easy digestibility 
are other important features of this dietary supplement. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 
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WHY MANY LEADING 
NOSE AND THROAT 
SPECIALISTS SUGGEST 


Where smoking is a factor in a throat condition, 
the physician may advise “Don’t Smoke.” 

But where the patient persists, many eminent 
specialists suggest “Change to PHitie Morris”. . . 
the one cigarette proved definitely less irritating.** 
Perhaps you too will find it advantageous 

to suggest to your throat patients 

“Change to PHitie Morris.” For your 

own smoking as well, Doctor, in fact for all 
smokers, Philip Morris is by far the wisest choice. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc 
119 Fifth Avenue, N. Y. 


IF YOU SMOKE A PIPE... We suggest an 
unusually fine new blend—Counrtry Docror Pipe 
Mixture. Made by the same process as used in 
the manufacture of Philip Morris Cigarettes. 


*Completely documented evidence on file. 

**Reprints on Request: 

Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngo- 
scope, Jan. 1937, Vol. XLVII, No. 1, 58-60; Proc. Soc. Exp. 
Biol. ond Med., 1934, 32,241; N. Y. State Journ. Med., Vol. 
35, 6-1-25, No. I, 590-592. 
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make the 


common cold 
less common 


RICIDIN 


(antihistaminic—antipyretic—analgesic) 


with Chlor-Trimeton* 
antihistaminic therapy 


... prevents or aborts colds in 90% of cases when initiated 
within the first hour of symptoms.’ 


... shortens duration and decreases severity of an 
established cold.’** 

... reduces the spread of infection to others by eliminating 
sneezing, lacrimation, rhinorrhea and coughing.’ 


DOSAGE anv TIMING: Two Conricipin tablets at the very 
first indication of a cold, then one tablet every three or four 
hours for three or four days. In established colds, one tablet 
every three or four hours for palliative effect. 


COMPOSITION: Chlor-Trimeton 2.0 mg. (1/30 gr.) with 
Acetylsalicylic acid 0.23 Gm. (3% gr.), Acetophenetidin 
0.15 Gm. (2% gr.) and Caffeine 0.03 Gm. (% gr.). 


PACKAGING: Conricip1n tablets, tubes of 12; bottles of | 
100 and 1000. * 


BIBLIOGRAPHY: 


1. Brewster, J. M.: U. S. Nav. M. Bull. 49:1, 1949. 
2. Murray, H. G.: Indust. Med. 18:215, 1949. 


*T.M. 


CORPORATION 
BLOOMFIELD, N. J. 
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Laectalbumin 

Alergy 
Meyenberg*Evaporated 
Milk. 


By the makers of Hi-Pro® High- Protein 


Low-Fat Powdered Cow’s Milk. 


we 


For further information, literature, for- 
mula feeding cards, write 


Special Milk Products, Inc. 
Los Angeles 64, California + Since 1934 
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STAINLESS ¢ GREASELESS ¢ VANISHING 


MINIT-RUB 


THE MODERN RUB-IN 


PRODUCT OF BRISTOL-MYERS 
19 WEST 50 STREET, NEW YORK 20, N. Y. 


mpi relic 
muscles 
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a minute is spooded | 
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When seconds and precision count... 


| 


OPERATING TABLE 


offers exclusive mechanical 
innovations that contribute to- 
wards greater speed, precision 


and convenience in surgical 


posturing. 


Folding Handle 


superior Table features an INDICATOR and 
Position SELector Lever which permit the anesthetist— 
while remaining seated—to properly select the precise table 
position to correspond with the anatomical posture changes 
called for by the surgeon .. . or posture changes called for 
by the anesthetist for physiologic reasons. 


These exclusive innovations eliminate delay and confusion 
in establishing postures required both before and during 
the operation ... and avoid any interference with the sur- 
_gical team. Where speed and precision are contributive to 
the more successful attainment of the surgical objective, 
these featured advantages are of obvious clinical import- 
ance. 


MEETS EVERY SURGICAL NEED 


Offers unprecedented accessibility and convenience for the 
surgeon in all suprapubic. approaches, abdominal, gall 
bladder, kidney, thoracic, thyroidectomy, gynecologic, 
neurosurgical, cystoscopic and the many other postures 
of the surgical category. 


—o Offers a full 15” height range at levels from 31 to 46 inches 
WRITE TODAY for descriptive literature from floor to top of table, thus permitting a standing or 


AMERICAN STERILIZER COMPANY seated approach for surgeons of varying heights. 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Screen Supports Elevotor Steet Top 
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Priscoline 


A potent vasodilator 
effective by mouth... 


Priscoline hydrochloride “has a definite place in the armamentarium of drugs... 
particularly in the field of peripheral vascular disease, or for conditions of visceral 
pain due to vascular spasm. Presumably the drug can be used to a great advan- 
tage in those cases in which sympathectomy would be advantageous. . . . It can 
also be used as a substitute for paravertebral sympathetic block.” 

“Priscoline per se appeared to slow down progression of the disease and pro- 
duce symptomatic benefits in 88 per cent of 25 patients with early proliferative 
and degenerative arthritis involving peripheral joints.” 

In doses of 25 to 75 mg., administered either orally or parenterally, Priscoline 
“usually is tolerated with few side effects.” 


Comprehensive literature on request. 


1. Rogers, Max P.: J.A.M.A., May 21, 1949 
2. Wyatt, Bernard L.: Ann. West. Med. & Surg., Aug. 1949 
3. Grimson, Marzoni, Reardon & Hendrix: Ann. Surg., 127:5, May 1948 


PRISCOLINE, Tablets of 25 mg.; 10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


C | ba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
PRISCOLINE (brand of benzazoline) Trade Mark Reg. U.S. Pat. Off. 2/1s67™ 
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Cereal Lactic (Improved Vitamin) formula— 
supplies lactic acid organisms, vitamins and 
EIGHT essential enzymes. This formula is indi- 
cated in GASTRO-INTESTINAL disorders when 
hyperacidity and flatulence ARE NOT symptoms. 


Cereal Lactic (Antacid and Adsorbent) formula 
—supplies lactic acid organisms and enzymes 
PLUS an effective antacid and adsorbent formula. 
This product is indicated in GASTRIC disorders 
when hyperacidity and flatulence ARE symptoms. 


Both products are widely prescribed by the 
Profession as an effective treatment for Gastro- 
Intestinal disorders. 


ama Clip the following information for your CEREAL LACTIC files: 
EXCLUSIVELY TO THE PROFESSION 


CEREAL LACTIC FOR COLONIC USE 


“I am using Cereal Lactic (Improved Vitamin) 
powder in my colonic work,” writes a Doctor 
from Booklyn, New York. “After the colonic 
irrigation, I use a retention enema of Cereal 
Lactic and lactose (milk sugar). This works 
very well in cases of colitis, also in cases of ex- 
cessive colonic fermentation.” 


The field of pathology includes many types of 
colonic disorders, many of which will respond 


readily to Cereal Lactic, depending on the type 
of trouble and the length of time involved. 


If, for instance, the plexus of Meissner (a 
flat layer of nervous masses and fibrils in a 
submucosa of the stomach and small intestine) 
and the Auerbach plexus (the sympathetic 
nerve between the coats of intestines) have de- 
generated as the result of long-established in- 
testinal toxemia, results will be apparent only 
after this nerve supply has had time to recover. 


Physicians’ samples and complete information available upon request. 


CEREAL LACTIC COMPANY woopwarp. iowa 


Journal A.O.A, 
January, 1950 


14 
— 
VITAMIN 
SS ony s 
ones 
SL Any, = 
AL ~ 
| 
SSS 
CEREAL 


Some Facts on 


STEROID COMPLEX—WHITTIER 


-and Conclusions 


1. FACT In combined series of 1,020 arthritic patients treated with 
Ertron, good results were obtained in 38.5%, fair results in 43.7% and poor 
results in 17.8%. Thus 82.2% of patients showed significant improvement. 


In addition, there were quickly evident heightened well being, increased 


strength and weight gain. 
CONCIUSION the therapeutic efects of Ertron aré not 
limited to the local manifestations of rheumatoid arthritis. The action is 
systemic, like the disease itself. Rapid alleviation of joint pain and stiffness 
along with improvement in the general condition make Ertron a valuable 
feature in the management of rheumatoid arthritis. 


2. FACT Minor side effects, such as nausea, gastrointestinal 
upset, headache, etc., occur with Ertron as with many other valuable 
drugs. However, toxicity severe enough to warrant cessation of Ertron 
therapy occurred in only 1.4% of 1,020 arthritic patients. This incidence 
is low particularly when compared with the incidence of gold toxicity, 


which varies from 20% to 40%. 
CONCIUSION tolerance to Extron is high. Treatment 


can be conducted without serious mishap if normal precautions are taken, 
i.e., administration of proper dosage and periodic observation of the 
patient. Side effects respond to temporary interruption of therapy or 
reduction of dosage, and usually do not recur when treatment is resumed. 


ERTRON is supplied in bottles of 50, 100 and 500 capsules, and Ertron 


Parenteral in packages of six 1 cc. ampuls. Each capsule contains 5 milligrams of 
activation-products having antirachitic activity of fifty thousand U.S.P. units. Each 
ampul contains activation-products having antirachitic activity of five hundred 
thousand U.S.P. units, in sesame oil. Biologically standardized. 


LABORATORIES: DIVISION NUTRITION RESEARCH LABORATORIES 
CHICAGO 30, ILLINOIS 


4 
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SCIENTIFIC 
PRENATAL 
SUPPORTS 


Designs developed over many 
years, infullconsultation with 
obstetricians, insure ample 
support for the abdominal | 
musculature, pelvic girdle 
lumbar spine without con-— 
strictionatany point. AICamp 
Supports are accurately fitted | 
about the pelvis. Thus the ute 
us is maintained in better po-_ 
sition, the abdominal muscles 
and fasciae are conserved and 
there is support for the 
laxed pelvic joints. The patient 
is assisted in maintaining bet- | 
ter balance in the course of 
the postural changes of preg-_ 
— nancy. Physicians may rely on 
the Camp-trained fitter for | 
precise ¢> of 
instructions. j 
If you do not have a copy ' 
Camp “Reference Book for 
Physicians and Surgeons", 
— will be sent on request. 


THIS EMBLEM is displayed only by reliable merchants in your community. Camp Scientific Supports 
ore never sold by door-to-door canvassers. Prices are based on intrinsic value. Regular technical 
and ethical training of Camp fitters insures precise and conscientious attention to your recommendations. 


S.H. CAMP & COMPANY, JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago * Windsor, Ontario * London, England 
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Is this good food 
for babies? 


Sterilized in a sealed container, it is as surely safe as if there 
were no germ of disease in the world. 


Every drop is uniformly rich in the food substances of 
pure, whole milk. 


It is always soft curd milk—easy for babies to digest. 


It is fortified with pure crystalline vitamin D to protect the 
normal baby against rickets and to promote optimal growth. 


It is everywhere available and costs less, generally, than 
ordinary milk. 


These are the outstanding, exceptional qualities of Pet Milk. 


The experience of thousands of physicians proves what the 
facts indicate—that Pet Milk is extraordinarily good food for 
babies. 


Let us send you a supply of booklets for distribution to 
mothers (containing no feeding formula) which will save 
your time because they provide many of the instructions you 
want mothers to have. 


PET MILK COMPANY, 1464 Arcade Building, St. Louis 1, Missouri 


Please send me, free of charge, 
copies of booklet for distribution to mothers. 


Address. 


State. 


17 
= 
ED 
\ 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Jy 40g 


49 into 


The dawn of a new year seems a fitting 
time for us to glance back and to look 
forward. 


That backward glance, Doctor, reveals 
the confidence and loyalty accorded Vi- 
taminerals by you and other members 
of the Profession and re-awakens the 
deep sense of appreciation we feel for 
your friendly co-operation in the past. 


And looking into the future, we pledge 
you unwavering continuance of high 


quality in both products and service and 


offer you our sincere wishes for a pros- 


perous and happy New Year. 
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The stationery that costs 
only a trifle more than the 
plain printed but which 
only experts can tell from 
the genuine engraved. 


© SUPERIOR QUALITY 
© CORRECT STYLES 
© PROFESSIONAL DIGNITY 


ILLUSTRATED: Letterheads, 
envelopes, 
3Y2"x6", to match. Both 
Our regular 
price: $10.90 for 1000 of each, 


Free Samples 
aud 


Samples of “Excel-Print” 
and plain print stationery 
and copy of BIG cata- 
logue illustrating, describ- 
ing, and pricing ALL 
items used in doctors’ 
offices are yours on re- 
quest. No obligation. 


*T. M. Reg. U. S. Pat. Off. 


202 TILLARY ST., BROOKLYN 1, Y. 


STATIONERY + HISTACOUNT PRODUCTS 
PRINTING + RECORDS + FILES & SUPPLIES 


tationery of C)rstinetion 


WITH 22 YEARS OF REPUTATION 


delivered FREE anywhere in 
the U.S.A. 


“Excel-Print” stationery is made only by us. It 
is a superlative product that combines an exclusive 
process with fine papers to create stationery that 
is in keeping with the dignity of your profession. 
You must see and inspect it to appreciate its true 
quality and consequent popularity. And when 
you compare its prices to what you now pay, or 
with what others are charging, you positively 
will not believe them to be true. Twenty-two 
years of organizational know-how, the finest of 
modern equipment and a volume that services 
more than 70,000 doctors, insures these statements. 
Let us give you all the facts. 


PROFESSIONAL PRINTING CO., INC. 
202-208 Tillary St., Brooklyn 1, N. ¥. 4-1-0 ! 


Please send me samples of stationery and 
copy of your BIG General Catalogue. 


Dr. 
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Heres Why 


-MAC-SIL is an outstanvinc 
CA NEUTRALIZER and BUFFER 
in EVERY respect. 
Study its factors, Doctor... 


DUODENAL & GASTRIC ULCER FORMULA. 


A Special Magnesium Silicate (Not Trisilicate). 
THERAPY Calcium Carbonate. 
Diammonium Hydrogen Phosphate. 
Peppermint Flavored. 


Journal A.O.A, 
January, 1959 


CA-MA-SiL IS UNEQUALED 


PRESCRIBED BY PHYSICIANS EVERYWHERE. 


Start the patient on 2 level teaspoonfuls in 2 glass of Saccharin. 
water, preferably warm or hot, both before and after each NO SODA —NO ALUMINUM HYDROXIDE 
meal and at bed-time—also between meals if necessary. PH ARMACOLOGIC ACTION 

PREGNANCY (NAUSEA) 
Where gastric hyperacidity is present, use one to three tea- Neutralizes 38 times its volume or 110 times its 
spoonfuls (or more) in ¥2 glass of water upon retiring and weight of N/10 HCl over a period of 3 hours. 
before breakfast. Affords symptomatic relief from stomach irritation, 
NO UNDESIRED EFFECTS. duodenal and gastric ulcer and hyperacid conditions 


by prolonged acid neutralization. 
Insoluble — produces no systemic alkalization — no 


BUFFERS acid reaction of oral analgesics and gives 
acid rebound. 


better absorption of specific medication. 


Continued use entails no danger of: 
Alkalosis — Nutritional deficiency — Irritation or 
blockage of the intestinal tract—Anorexia. 


Counteracts sedative and alcoholic hangover. 
Permits better sedation and antispamodic action. 
NOT EXPENSIVE 


“minute diagnosis 
of pregnaney 


As early as one week after first missed menstruation 


94.47, ACCURACY REPORTED WITH 
THIS SIMPLIFIED METHOD OF 


URINALYSIS.' So simple, your office 
assistant can perform test! 


CPT You can now discover for yourself the simplicity and depend- 
CHEMICAL ability of Westerfield’s CPT—without making a large initial 
PREGNANCY expenditure. A 12-test set is now available priced at $24.60. 
TEST* 
(CARSON-SAEKS METHOD) 


SUPPLY: Complete sets and refill units in attractive case (as 


Order from your illustrated). Also individual replacement parts. 
Physicians’ 12-Test 45-Test’ 
Supply Dealer Complete Sets (reagents Size Size Size 
e and equipment) 24.60 72.00 220.50 
Detailed Literature Refill units (reagents only) 21.60 67.50 220.50 
Available Cost per test of refill unit 1.80 1.50 -98 
*U. S. Pat. Applied For 


1. Ricketts, W. A.; Carson, R. M., and Sacks, R. R.: Am. J. Obst. & Gynec. 56:955 ( Nov.) 1948. 
Westenrfield~ PHARMACAL CO., INC., DAYTON, OHIO — FINE PHARMACEUTICALS SINCE 1894 
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—_ Worse in Winter 
Better with 


RIASOL 


Psoriasis is apt to be at its worst and hardest to treat in 
cold weather. Winter is therefore the best time to put 
RIASOL to the acid test of clinical trial. 


All claims for RIASOL are based on dermatological re- 
sarch. Clinical reports are available which prove that it 
may clear all the skin lesions of psoriasis in a few weeks, 
even in cases which have lasted for many years. 


RIASOL contains 0.45% mercury chemically combined 
with soaps, 0.5% phenol and 0.75%, cresol in a washable, 
non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough drying. 
A thin, invisible, economical film suffices. No bandages 
necessary. After one week, adjust to patient’s progress. 


RIASOL is ethically promoted. Supplied in 4 and 8 fid. 
ot. bottles at pharmacies or direct. 


Mail coupon today for your free clinical package. Prove 
RIASOL in your own practice. 


SPECIAL NOTICE 


New product. Name RISM. Used in Arthritis and Rheuma- 
tism. Rism is a new and more effective prescription for re- 
lief of the pains and aches, swelling and stiffness caused by 
arthritis and rheumatism. Send for a clinical supply. 


MAIL COUPON TODAY 
TEST RIASOL 
YOURSELF 


After Riasol Treatment: 


SHIELD LABORATORIES JAOA 1-50 
12850 Mansfield Ave., Detroit 27, Mich. , 
Please send me professional literature and generous clinical package of RIASOL. 


Before Riasol Treatment 
— 
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hygienically effective 


professionally preferred 


because... 


... nearly every woman patient at some 
time needs the assurance of a profes- 
sionally recommended douche powder, 
Tyree’s Antiseptic Powder is promoted 
only ethically. 

For routine hygiene, TyREE’s Antiseptic 
Powder brings cooling, soothing comfort. 
Its detergent action cleans thoroughly. 
Its low pH helps restore and maintain 
the normal acid pH of the vagina. 


J. S. TYREE, CHEMIST, INC. 


In most common vaginal infections 
this powerful but gentle antiseptic tends 
to overcome many of the usual patho- 


genic invaders, At the same time, its TYREE’S 
astringent properties help combat exces- ANTISEPTIC 
sive flow, and thus act as a deodorant. 

POWDER 


For your next patient who needs ef- 
fective, nonirritating therapy, prescribe FORMULA MenTHoL, 


lyree’s Antiseptic Powder. Write today BORIC ACID, SALICYLIC ACID, 


for a free professional sample. ZINC SULFATE (Ory) 


15th and H Streets, N.E.. Washington 2, D.C. 


Makers of CYSTODYNE, a Urinary Antiseptic 


ACTIVE INGREDIENTS 
Zine Chloride - Menthol 
Formaldehyde - Saccharine 
Oil Cinnamon - Oil Cloves 
Alcohol 5% 


fi A LAVORIS GARGLE 


.... readily coagulates and 
removes the tenacious mucous 
secretion from the pharyngeal 
membranes. Its astringent, 
stimulating and deodorant 
action will encourage the 
process of repair, alleviate 
discomfort and largely eliminate 
objectionable odor and taste. 


Ap 
CT OF merit FOR OVER 50 YEARS 


THE LAVORIS COMPANY e MINNEAPOLIS 1, MINN. 


22 
aces ANTISEPTIC POWDER 
\ 
= > In bottles 
4 ozs. 
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The more than two billion 
TAMPAX tampons purchased 

in the past twelve years 

(plus extensive clinical tests* ) 
bespeak the inherent safety 

of these dainty intravaginal 
cotton guards. 

They do not cause vaginitis or 
erosion, and cannot block the flow. 
The three absorbencies 
(Regular, Super, Junior) 
individualize menstrual hygiene 
—and are amazingly 
comfortable and convenient, 
and thoroughly adequate. 


*West. J. Surg., Obstet. & Gynec., 
$1:150, 1943; J.A.M.A. 128 :490, 
1945; Am. J. Obst. & Gynec., 

48 :510, 1944, etc. 


TAMPAX INCORPORATED 
PALMER, MASS. 


the intemal, monatrual, guard, of choice TAMPAX 


related literature and © 
ACCEPTED FOR ADVERTISING BY THE JOURNAL 
_ OF THE AMERICAN MEDICAL ASSOCUTION 


a 
Your request will 
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NORMAL DILUTION INS, MALTOSE & DEXT 


ATE AND iRON 


Dextrogen® + Water = Formula PHOS ON OF A SMALL AMO 


Simplified Way to Give High Doses 
of Methenamine for Urinary Antisepsis 


NONALCOHOLIC. am UROLITHIA...... 


Reg. U. S. Pat. Off. 


Combining in one medication: 
@ the antiseptic action of methenamine 


@ the urine-acidifying effect of lithium and 
sodium benzoates 

@ in a soothing menstruum containing glycerin 
and extractives of couch-grass and corn-silk 


supped: Amber bottles containing 10 fi.oz., on 
prescription. 
Professional literature on request, 


Cobbe Pharmaceutical Division 
BORCHERDT MALT EXTRACT CO. 


217 N. Wolcott Avenue, 
CHICAGO 12, ILLINOIS 
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New (5th) Edition 
Wiggers — Physiology in 
Health and Disease 


By CARL J. WIGGERS, M.D., F.A.C.P. 


Professor of Physiology and Director of Physiology 
Department, School of Medicine, Western Reserve University, 
Cleveland, Ohio 


Dr. Wiggers’ book is a superb presentation of the 
functional organization of the body and its parts, 
with equal emphasis given to basic physiology and 
the application of physiological principles to medi- 
cal practice. One-third of the text-matter has been 
rewritten to include the new and improved methods 
and techniques, as well as the new interpretations 
which they occasion. A featufe that appears for the 
first time in a textbook on physiology is a chapter 
on the physiological basis of psychosomatic re- 
actions. Of the 280 illustrations, 60 are new. The 
text is enlarged by 68 pages. 


1242 Pages. 280 Illustrations. $10.00. 


Washington Square 


LEA & FEBIGER 
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New (2nd) Edition 
Goldberger — Unipolar Lead 
Electrocardiography 


By EMANUEL GOLDBERGER, B.S., MLD. 


Adjunct Physician, Montefiore Hospital; Cardiographer and 
Associate Physician, Lincoln Hospital, New York 


In this authoritative work, Dr. Goldberger makes 
a specific point to describe each abnormality 
in terms of the three standard leads, the three 
“augmented” unipolar extremity leads and the six 
unipolar precordial leads. All of these leads are 
explained in terms of simple fundamental physio- 
logical principles and basic unipolar lead patterns. 
This new edition is more than twice as large as the 
first one. The text has been revised and much of 
it rewritten and simplified. So much is new that 
it replaces the previous edition in its entirety and 
is virtually a new work. There are 145 new illustra- 
tions. 
392 Pages. 221 Illustrations. $7.50. 


Philadelphia 6, Pa. 


constipation 
without 
catharsis 


THE ARLINGTON 
CHEMICAL COMPANY 


YONKERS 1, NEW YORK 


25 
for RELIEF of ao 
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atidophilus in refined mineral oil jelly, chocolate 
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We want new physician customers... . 
TRIAL OFFERING © TRIAL OFFERING 


PROCAINE Hcl. 2%, with or without Epinephrine, 100 cc Vial $1.00..............-..--. 

AMINOPHYLLINE, 712 Grs. in each 20 cc Ampul Box of 100 $17.50 
PYRIDOXINE-THIAMINE, 100 mgs. of each per cc (Nausea and Vomiting).............- 10 cc vial $3.00 
VITAMIN E (ALPHA-TOCOPHEROL ACETATE) 200 mgs. per cc 10 ce Vial $4.00 
VITAMIN D in Oil, 500,000 Units per cc 30 ce Vial $2.90 
PROCAINE PENICILLIN G, 300,000 Units per cc in Oil 10 cc Vial $2.90 
TESTOSTERONE, Oil or Aqueous, 10 ce Vial—25 mgs. per Cc $1.75...........-.ecccveereee 50 mgs/ce $3.50 
METHYL TESTOSTERONE (Pure Androgenic Substance) 10-mg. Talets...................... 100 Tablets $5.00 
ESTROGENS NATURAL, Oi! or Aqueous, 10,000 1.U. per cc 30 ce Vial $2.50 
ESTROGENS NATURAL, Oil or Aqueous, 20,000 1.U. per cc. 30 cc Vial $3.00 
PROGESTERONE in Oil, 30 cc Vial—I0 mgs. per ce $2.50. 


— QUALITY AND POTENCY POSITIVELY GUARANTEED — . 


TERMS: Remittance with order, prepaid—or C.O.D. plus charges. 
By mail order only—Subject to withdrawal without notice. 


MAIL YOUR ORDER AND REMITTANCE TODAY TO 


DEPT. Rx 1045 EAST PARKWAY 5S. MEMPHIS 4, TENNESSEE 


LARSON’S ADHESIVE BALM 
REDUCES SKIN IRRITATION 
DUE TO TAPING 


—through direct contact of vapors w 
inflamed respiratory membrane. 


NO DIGESTIVE UPSET 
—since the vaporized drug by-passes 


the gastrointestinal tract. 
Larson’s Adhesive Balm protects a 
the skin with a film that acts as 
an effective adhesive; retards bac- —relief at night; promotes 
terial and fungus infection be- Paes 
neath tape and eliminates the dis- Ts reco 
comfort usually associated with at chitis, Bronchial Asthma, Spasmodic Croup, 
the removal of adhesive plaster. & Whooping Cough. Excellent for children’s 


stuffy nasal colds. 
PRESCRIBED SINCE 1870 

Send for special brochure 

ELECTRIC VAPORIZER 


HE VAPO-CRESOLENE CO. 


2 Cortlandt St. New York 7, N.Y. 


Vitamin A increases skin resistance 
taping with a mini- 
mum of irritation. Buy from your 
© sam 4 Supply House, or write to 
eee / Laboratories for FREE sample. 


LARSON LABORATORIES 


ERIE, PENNSYLVANIA 
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“Pathogenesis of Visceral 
Disease Following 
Vertebral Lesions” 


Dr. Louisa Burns’ New Book 


A synopsis of the major observations from 40 years 
of research. Description of scientific methods used the 


and statement of conclusions. D A | L y L 0 G 


Cloth cover. 6x9, XIV + 347 pages with illustra- Record Book for Physicians 


The best intended, most scrupulously filled-out 


tax reports carry little weight if facts and figures 
are not available to back them up. 


An Ideal Gift 


You will have these facts and figures, properly 
organized, when you use the Daily Log—the 
business record book used and preferred by 


Please send remittance with order to more physicians than any other. 


Write for sample pages and 
complete information 


ONLY 
American Osteopathic Association $@50 

212 E. Ohio St., Chicago 11, Il. 6 COLWELL PUBLISHING COMPANY 
265 University Ave. Champaign, III. 


Keep Your Patients Informed 
About Osteopathy 


How much do your patients know about osteopathy? 
Do they know its background, its aims, and its recent 
developments? Osteopathy is your profession and it 
is your job to keep the public informed about its latest 
advances. 


You can do this simply and effectively through 
OsteopatTHic Macazine. Each month OsTEOPATHIC 
MacazinE covers different phases of the osteopathic 
approach to disease and the work of osteopathic physi- 
cians. The magazine you send to a patient or a friend 
will not only interest them, but it will also give them 
a better understanding of you and your work. And 
on that understanding will rest your future success. 
Order your copies now with the blank on reverse page. 


In the February issue your patients will read: 
Your Diet—and Disease—an intensive description of 
the relation of diet to such diseases as cancer. 
; eee a The Scene of the Crime—the discussion of how a focus 

of infection can influence common ailments. 
| \ ] E | p A | H | (; The Relation of Posture to Health—Part III of a series 
which deals with “Clinical Application of Pos- 
ture.” 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohie St., Chicage 11, Hl. 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine Tablets 
| or 


Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 


no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 
Cedar Rapids, Iowa 


COLCIN PAN-ENZYMES 


Send for details on a sound reducing regime and plan. 


NORMIN 


Osteopathic Magazine Order Blank 
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The Articular Facets and the Osteopathic Spinal Lesion 


ALBERT G. ZUKERMAN, D.O. 
Philadelphia 


It is a well-known fact that a large percentage of 
the patients who seek osteopathic aid do so for the 
relief of low-back pain and related conditions. Cly- 
bourne’ in a study of a large number of such cases, 
found that “the most common cause was the osteo- 
pathic joint lesion in combination with ligamentous and 
muscular strain.” An analysis by Starks* of 200 cases 
of sciatica, in which pain originated in the lumbar area, 
found that articular lesions in the lumbar area were 
probably the most frequent cause. The possibility that 
these “articular lesions” and the “osteopathic joint 
lesion” are one and the same prompted the following 
questions and an attempt will be made in this paper 
to answer them. 


1. Is the osteopathic spinal lesion a subluxation 
of the articular facet joints? If it is, then it can be 
demonstrated on x-ray films. 

2. Can the reduction of the subluxation also be 
so demonstrated after the patient has been treated ? 

3. What happens when we “correct” a lesion? 

4. What is the meaning of the “pop” that some- 
times occurs when a back is manipulated? 

‘ 5. What are the real causes of low-back pain 
and why do some patients respond dramatically, while 
others do not? 


The answer of old-school medicine to the first 
question is supplied by Jessie Wright. In Wright's 
article, which is one of an ever-growing number of 
such articles, are statements which are very close to 
the osteopathic concept and which indicate that not all 
M.D.’s are shutting their eyes to osteopathy. How- 
ever, almost invariably old-school prejudice forces the 
writers to incorporate into their discussions some un- 
flattering reference to the osteopathic school of medi- 
cine. Wright says: 

We scoff at irregular practitioners and patients who 
speak of having a vertebra out of place and having it put 
back, inferring that dislocation has occurred. Of course, if 
a vertebra is really dislocated serious damage to vital soft 
Structures results. What such remarks mean is that a sub- 
luxation has occurred. The term subluxation is used when 
the articular facets are in contact, but not in their normal 
anatomic relationship, impaired movement of the joint re- 
sulting. Such a state is referred to sometimes as an osteo- 
pathic spinal lesion. (Italics supplied.) Subluxation should be 
distinguished from dislocation with complete displacement of 
one articular surface from another and total dissociation of 
the joint. 

Subluxation is produced either by muscular force around 
the joint or by external violence which forces the joint 
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beyond its normal range of motion, in either case resulting 
in irritation of the joint structures. The natural tendency, 
after slight movement of the facet joints beyond their normal 
planes, would be for a rebound to occur, restoring the facets 
to their normal relations. This happens often. But an ab- 
normal sequence of events may occur if moderate or marked 
insult has been suffered. The maintenance of a subluxation 
requires that the facets be moved beyond their normal range 
and be held there by sustained muscular contraction. . . . Cor- 
rection of a facet subluxation requires that the reflexly con- 
tracted muscles be relaxed and the articular surfaces restored 
to their normal relationship. The first may be accomplished 
by heat followed by kneading of the tense muscles, and the 
second by force properly applied at the joint. 

All of this is osteopathically well-spoken, except 
that upon re-examining patients after their backaches 
have been relieved, I have found that sometimes the 
subluxations are still present. I shall discuss this in 
detail later. 


Now if what Wright says is true, question num- 
ber 2 should be answered easily, as subluxations of the 
articular facets have been shown many times and the 
criteria for diagnosis have been well discussed. For 
example, it is known that facets are strong compact 
bone, which explains why they stand out in contrast 
to the soft cancellous bone of the vertebral bodies on 
the roentgenogram. They are best shown in the ob- 
lique positions. The articular facet surface is covered 
by hyaline cartilage. They are true arthrodial joints 
like the knee and elbow and as such are subject to the 
same diseases. 

The ends of the articular processes are normally 
smooth and round. Pointed or irregular ends indicate 
pathology. The joint space is normally about 1 mm. 
in width. The joint spaces are smooth and should be 
parallel (Figs. 1 and 2). In the oblique view, with 
descent each zygapophyseal joint is slightly more an- 
terior than the one above it. If this relationship is not 
present, some pathologic process causing the displace- 
ment should be considered. 

Morton‘ says, “In the normal, the lateral margin 
of the lamina, the external aspect of the superior ar- 
ticular process, and the lateral border of the pedicle 
form an S-shaped curve. A break in this curve is sug- 
gestive of subluxation.” (Fig. 1) 

But Scott® differs with him. He states, 

Decrease in the range of motion of facets occurs with 
age, but in a 50-year-old man, the opposing facets are seen to 


slip past each other as much as 30% of their length. Knowing 
the extent of normal motion that exists in the apophyseal 
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Fig. 1 


ARTICULAR FACETS—ZUKERMAN 


Journal A.O.A. 
January, 1950 


Fig. 2 Fig. 3 


Fig. 1. Normal articular facets. Note the S-shaped curve formed by the lateral margin of the lamina, the external 
aspect of the superior articular process, and the lateral border of the pedicle. Fig. 2. Sharpened tips of the superior 
articular processes (arrows) indicate faulty weight bearing. Fig. 3. Subluxation of the apophyseal joint. Note the impinge- 
ment of the superior tip of the articular process on the pedicle above and the impingement of the inferior tip on the 


lamina below (arrows). 


joints, it is impossible to make a diagnosis of subluxation 
based only on the observation of an overriding of opposing 
facets followed by the inference that the joint capsule is 
stretched and therefore causes pain. Nor is it possible to 
estimate the degree of narrowing of an intervertebral foramen 
resulting from an overriding of the facets which is necessary 
to produce compression of the traversing nerve root, with 
consequential pain. 

Roentgenologically, subluxation of the apophyseal 
joints is defined as an incomplete dislocation caused by 
a thinning of the intervertebral disc with impingement 
of the facets on the pedicle above and the lamina be- 
low of the adjacent vertebrae. The bony impingement 
of these structures against each other results in sclero- 
sis, eburnation, and erosion. The tips of the facets 
become worn and flattened. The facets, pedicles, and 
laminae were not designed to support weight, so that 
the reactions that develop in them are the chief ex- 
planation for the pain that these patients experience. 
3) view was originally expressed by Hadley.® (Fig. 

It is important to remember that the distance be- 
tween the articular facets and the pedicle and lamina 
varies according to the particular segment examined. 
Morton’s* studies give the following table: 


Vertebra L2 L3 L4 L5 
a. 15 mm. 14 mm 8 mm. 5mm. 
b. 7mm 65mm 45mm. 5mm. 


Where a is the distance from the superior articu- 
lar process to the lower margins of the pedicle and 
transverse process above, b is the distance from the 
inferior articular process to the superior border of the 
lamina below. 

Thus we see that the diagnosis of zygapophyseal 
subluxations is not too difficult and, therefore, the re- 
duction or disappearance of these subluxations after 
“correction” should also be easily demonstrated. But 
that brings up question number 3 and in this connec- 


tion Ghormley and Kirklin’ make some very interest- 
ing statements. 

The articulations mentioned act as stabilizers to the verte- 
bral bodies. They prevent forward displacement of the verte- 
brae, at the same time helping to form the neural arch. In 
the course of man’s daily activities, much stress and strain is 
thrown upon these joints, and they are subject to movement 
at all times. The heavy spinal muscles, the active force con- 
stantly exerted on the surface of the articulations by weight- 
bearing and active movements of the trunk, makes them 
easily subjected to minor injuries, which, added together, may 
be sufficient to cause localized traumatic arthritis. 

It seems far more reasonable to explain the pain so often 
seen on a basis of actual injury to the joint than to explain 
it on a basis of ligamentous strain or injury. We do not mean 
to infer that ligamentous pain may not be observed. How- 
ever, in cases in which the complaint is of sudden, sharp pain, 
low in the back with or without accompanying sciatic radia- 
tion, often with accompanying sciatic scoliosis, and in which 
relief is sometimes accorded by manipulative procedures, . . . 
we believe that the most likely seat of the trouble is in these 
articulations or facets. Fusion does away with movement of 
the facets and this usually relieves the patient permanently. 
These facets have articular cartilage, and the pain may in 
some ways be compared to severe pain experienced in the 
locking of a joint, due to a loose body, or, in the case of 2 
knee joint, to a torn semilunar cartilage. The injury sets 
up muscle spasm, which may last several days, forcing the 
joint surfaces into contact and after perpetuating the pain 
until, either through manipulation, which may change the 
position of the joint surfaces enough to relieve the irritation, 
or through gradual relaxation of the muscular spasm, relief 
is obtained. 

But we, as osteopathic physicians, know that 
merely moving the articulations does not always re- 
lieve the patient’s pain. We must relieve the muscle 
spasm and restore motion to the articular joints before 
the patient begins to feel better. We have proved this 
clinically thousands of times. Also, witness the fact 
that the pain is often relieved by nerve block, procaine 
infiltration, and Buck’s extension, without manipula- 


: 


Volume 49 
Number 5 


Fig. 4 Fig. 5 


Fig. 6 


Fig. 4. Asymmetry of the lumbosacral facets. The facets on the left side face anteroposteriorly, while on the right 
they face mediolaterally. Fig. 5. Congenital anomaly. Sacralization of the fifth lumbar on the right side. Note also the 


sclerosis of the margins of the sacroiliac joint on the right (arrows). 


degrees. This causes instability in the joint. 


tion. Thus, actually we must not confine “correction” 
as we mean it to simply moving the spinal articula- 
tions. When we say “correct” a lesion we must include 


four things: 

1. Restoration of misplaced vertebrae 

2. Re-establishment of articular facet motion 

3. Correction of the altered mechanics of weight 
bearing 

4. Normalization of the muscles and ligaments 
surrounding the lesioned articulation. 

The answer to the fourth question cannot be 
stated definitely, but the following may be considered 
reasonable. Any injury to a joint sufficient to result 
in efforts at repair during a period of rest may lead 
to adhesions. Synovial adhesions, such as are common 
in the facet joints, may be due to slight injury fol- 
lowed by disuse. Voluntary movement is limited by 
these adhesions and surrounding tissues shorten to 
accommodate themselves to the restricted range. Such 
adhesions may occur in facet joints which are un- 
injured but which have been immobilized while a 
nearby lesion healed. Such pathologic change ob- 
viously results in altered mechanics with clinical 
symptoms and signs. Quick forceful movements in 
the direction of a normal joint motion may result in 
a snap or a ripple of “pops” as adhesions are broken, 
after which the joint may be moved through its normal 
range or the manipulations may be repeated without 
repetition of the sound. This is in direct contrast to 
the reduction of a subluxation causing a click which 
may be repeated if the subluxation recurs, but not 
if reduction and normal range of motion result. The 
sound accompanying the reduction of a subluxation 
of facet joints may be explained by the sudden re- 
adjustment of joint surfaces between which synovial 
fluid has become thickened and viscid. 

As for the cause of pain in the lower back, lesions 
of the articular facets are perhaps the most important, 


Fig. 6. Increased lumbosacral angle measuring 52 


Note also the spondylolisthesis. 


but they are by no means the only cause. A partial 
list of causes of low-back pain includes: 

1. Articular lesions in the lumbar area 

2. Increased inclination of the sacral plane 

3. Musculofascitis of the lumbar area 

4. Localized periostitis at the attachment of the 
gluteal muscles of the ilium 

5. Sacroiliac lesions 

6. Contraction of the fascia lata 

7. Various malpositions in the foot and the bones 
thereof 

8. Postural strain 

9. Herniation of the nucleus pulposus 

10. Focal infection 

11. Malposition of the uterus 

12. Disease of the pelvis and lumbar spine, such 
as arthritis 

13. Neoplastic metastases 

14. Degeneration and thinning of the disk 

15. Congenital anomalies of the spine 

16. Spondyloli#thesis. 

Let us consider some of these causes, beginning 
with the articular facets. The articulations of the 
vertebral column consist of a series of arthrodial 
joints between the vertebral bodies and a series of 
diarthrodial joints between the vertebral arches. Stress 
on these joints is neutralized or compensated by the 
muscles and ligaments of sufficient strength and tone 
to meet the conditions without fatigue or strain. 
When the stress is too great or too prolonged, the 
muscles and ligaments become decompensated and the 
condition must be relieved by rest or support. If still 
greater stress is applied to the spine, either through 
direct violence or severe exertion, these muscles and 
ligaments may go beyond mere decompensation and 
definite damage may result. Add to this force certain 
anomalies of the spine and the effect is still greater. 
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Stability in the lumbosacral area depends to a 
great degree on the lumbosacral arch articulations. 
The most stable condition is present when the articular 
facets are symmetrical and face mediolaterally with 
the joint in the saggital plane. Such joints show 
clearly in the anteroposterior view; however, there 
may be variations. The facets may incline laterally ; 
they may be rudimentary, irregular, defective, or in 
various planes from the saggital to the transverse 
(anteroposterior facets) ; and their placement may be 
asymmetrical. 


Asymmetry may be noted in approximately one- 
fourth of all human spines. Asymmetry is severe 
when one facet faces mediolaterally and the other 
anteroposteriorly. With such a mechanism, every 
motion puts undue strain on one or the other of these 
facets as they do not operate in the same plane 
(Fig. 4). 

Ferguson® says, 

Other anomalies may be present when the facets are 
mechanically inferior. In the presence of such other anomalies, 
the character of the facets is an important factor in deter- 
mining the liability to lumbosacral strain or the frequency 
and degree of symptoms. In spondylolisthesis the facets may 
be rudimentary and ineffective. In transitional formations in 
which the fifth lumbar vertebra tends toward the sacral type 
of development [Fig. 5] the facets are apt to be under- 
developed, rudimentary, or even absent on one or both sides, 
and deficiencies of facet structure are apt to be a potent 
factor in determining the production of symptoms and the 
side on which the symptoms occur. When any anomaly is 
present the facets should be examined; if they are found 
to be poor, the hope of maintaining compensation is much 
less than it would be if they were mechanically stable. 

The arch articulations at the 4th and 5th lumbar vertebrae 
are subject to the same variations as are those at the lumbo- 
sacral joint and they may be equally potent in predisposing 
to strain. It is necessary to examine and evaluate these facets 
with the same care as the lumbo-sacral facets. 

A given variation in facet structure at the 4th to the 
5th lumbar vertebra may be somewhat less potent than the 
same variation at the lumbo-sacral joint as a factor in the 
production of strain, because the plane of the intervertebral 
disc is more nearly horizontal than it is at the lumbo-sacral 
joint. On the other hand, in the presence of transitional 
formation at the fifth lumbar vertebrae or in other conditions 
in which the motion at the lumbo-sacral joint is very slight 
or the inclination of the fifth lumbar vertebra to the hori- 
zontal is greatly increased, the variations in facet structure 
at the fourth to fifth lumbar vertebrae become of prime 
importance in the determination of stability and absence of 
strain in the low lumbar area. 


Excessive mobility at the lumbosacral joint consti- 
tutes a weakness which may predispose to lumbosacral 
strain or lead to the development of spondylolisthesis. 
Hence, the type of facet whieh permits the least 
amount of motion must be regarded as the most stable 
and the least likely to predispose strain. It is readily 
demonstrable that facets of the saggital type permit, 
on the average, the least motion at the lumbosacral 
joint, and are least apt to be present in patients who 
have attacks of lumbosacral strain and are usually 
associated with spondylolisthesis (Fig. 6). 


Increased inclination of the sacral base plane is 
an important factor in backache. If the plane of the 
superior surface of the first sacral vertebra is too far 
from the horizontal, shearing stresses are set up which 
make the muscles and ligaments liable to strain. When 
this surface is 42 degrees from the horizontal axis 
of the patient, these stresses are of some moment; 
when the angle is 47 degrees, they are a menace ; when 
the angle is 2 degrees or more, the stresses are severe 
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and there is great instability. The greater the angle, 
the more acute it is said to be. 

Musculofascitis, localized periostitis, and contrac- 
tions of the fascia lata can be diagnosed by the history 
and palpation. Treatment does not generally present 
a difficult problem. 

Sacroiliac lesions are difficult to demonstrate 
radiologically. Sacroiliac arthritis is commonly seen 
and diastasis of the sacroiliac joint occurs only with 
severe trauma. My own methods of testing for sacro- 
iliac motion are certainly adequate in determining 
faulty position and fixation in these joints. 

Foot problems are a well-known cause of low- 
back pain. John Martin Hiss® provides a good sum. 
mary of these conditions in an article published in 
THE JOURNAL OF THE AMERICAN OSTEOPATHIC Asso- 
ciation for August, 1948. 

Herniation of the nucleus pulposus can certainly 
be a cause of severe and intractable pain. This con- 
dition produces definite neurological signs and symp- 
toms and the diagnosis can be confirmed by myelogra- 
phy with air or Pantopaque. My own observations 
lead me to believe that many times this condition is 
“overdiagnosed,” and that the present treatment by 
surgery leaves much to be desired. 

So controversial are the subjects of focal infec- 
tions and malpositions of the uterus as causes of 
low-back pain that I do not believe they should be 
covered in this paper. 

The explanation of the cause of pain in thinning 
of the intervertebral disk, narrowing of the joint 
space, and spur formation could be postulated as 
follows: 

Thinning of the intervertebral disk does not 
cause pain directly as there are, according to Jung 
and Brunschwig,’® sensory nerves only in the liga- 
mentous structures of the spine and not in the disks. 
The resulting apophyseal subluxation, however, is 
probably capable of causing pain in at least three dif- 
ferent ways: tension upon the capsular ligaments, 
encroachment upon the size of the lumen of the 
foramina, and impingement of the ends of the articu- 
lar process against the pedicle above and the lamina 
below, respectively. 

Spur formation is not an evidence of arthritis, 
but rather of a purely degenerative process. The spurs 
are an attempt at stabilization and spondylosis is a 
more suitable term than spondylitis. With immobiliza- 
tion of the disk in front, a similar process necessarily 
takes place in the two corresponding posterior articula- 
tions, marginal hyperplasia and exostosis being 
formed. This spur formation, either from the disk 
or the posterior articulations, decreases the antero- 
posterior diameter of the foramen. With thinning of 
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Fig. 7. Estimation of facet obliquity in anteroposterior 
view: (1) Severe asymmetry; (2) anteroposterior facets; 


(3) facets nearly anteroposterior; (4) oblique facets tending 
toward the anteroposterior; (5) oblique facets; (6) oblique 


‘facets tending toward the internal-external; (7) facets nearly 


internal-external; (8) internal-external facets. (Adapted from 
Ferguson.") 


the lumbar disk, apophyseal subluxation takes place, 
with a resulting decrease in the interpedicular diameter 
of the foramen. Foramen encroachment, according to 
Danforth and Wilson,"! produces pressure upon the 
nerve roots with resulting radiculitis such as sciatica, 
meralgia paresthetica, or pain referred to the distri- 
bution of the superior gluteal nerve. Local symptoms 
of pain, tenderness, muscle spasm, and limitation of 
motion are present in the back directly over the area 
affected. Muscle spasm tends to maintain the over- 
riding, causing a continuance of the pain. 

Spondylolisthesis (Fig. 6) is an anterior dis- 
placement of a lumbar vertebra. It usually occurs at 
the fifth lumbar and is usually associated with a defect 
in the pars interarticularis (Fig. 8). Patients with 
this anomaly are often free from pain but may have 
frequent attacks. Although attacks of severe pain 
may be due to increase of displacement, most of them 
are due to strains which occur because of mechanical 
weakness—they may occur before there is any dis- 
placement and also later in life when the defect in 
the arch may have become united. In other words, 
the condition is subject to the same conception of 
muscular and ligamentous compensation as are other 
lumbosacral anomalies: lack of stability rather than 
the presence of displacement is the cause of symptoms. 

Let us return now to the original question under 
discussion in this paper. In order to see what changes 
had occurred in patients after their backaches had 
been relieved by osteopathic manipulative therapy, I 
recalled twenty-five patients with low-back pain who 
had been reported as having subluxations of the articu- 
lar facets. My only criterion for re-examination was 
a negative answer to the question, “Do you still have 
pain in the back?” 

I made x-ray studies of the articular facets and 
compared these films with similar films made on the 
original examination. I was unable to discover any 
appreciable change! In other words, the roentgen 
picture was the same; subluxations of the zygapo- 
physis, tropism of the facet facings, and congenital 
anomalies were all still present, but the patients had 
no pain! 

This apparently baffling finding does not neces- 
sarily mean that the diagnosis was entirely wrong or 
that subluxations of the articular facets are of no 
significance in the causation of low-back pain. I feel 
that what had happened was that through osteopathic 
manipulative treatment, muscle spasm had been abol- 
ished, fixations of the zygapophysis had been removed, 
and spinal mechanics had been improved to such a 
degree that the patient was comfortable. These things 
cannot be shown on an x-ray plate in a routine study. 
Perhaps kymography or photofluorography, where the 
joints can be shown in motion might provide the an- 
swer to this problem. 

C. Haddon Soden,” whom I consider an authority 
on the osteopathic spinal lesion, in discussing the re- 
sults described above said he was not surprised at my 
failure to demonstrate changes in the roentgen picture 
ot the zygapophyseal articulations after the patient 
was clinically cured. He said there were several rea- 
sons for this as follows: 

1. Muscle spasm and its relief cannot be demon- 
strated on a roentgenogram. 

2. The restoration of motion cannot be demon- 
strated radiographically. 

3. The patients were treated just long enough to 
have a clinical cure, but not an anatomical cure. In 
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Fig. 8. Defect in the pars interarticularis indicated by 
arrows. 


other words, if the patients had been persistently 
treated even after they felt well, a gradual return to 
normal position of the articular facings would prob- 
ably have occurred. 


4. The osteopathic spinal lesion alone is not the 
sole causative agent in producing low-back pain even 
though it may be and probably is the chief underlying 
cause, 


It will indeed be interesting to see, when the 
proper equipment is available, whether motion in the 
articular joints and muscle spasm are really the 
key factors in the relief of low-back pain. We do 
know that in all the lists of factors given by various 
writers on the subject, the one common denominator 
is muscle spasm. And we do know that the relief of 
muscle spasm, whether by local anesthetic infiltrations, 
Buck’s extension, fusion of the spine or its articula- 
tions, removal of toxic agents or irritants by drugs, 
or by any other means, is most welcome relief. It 
is up to osteopathic physicians to proceed further in 
this field if they are to maintain their pre-eminence 
in the management of low-back pain. 


CONCLUSIONS 


1. The osteopathic spinal lesion and a subluxa- 
tion of the articular facet joints are not one and the 
same thing. The latter is merely one component of 
the lesion. 


2. “Correction of a lesion” in osteopathic lan- 
guage means replacing the vertebral joint, restoration 
of normal motion, correcting the altered mechanics, 
and normalizing the muscles and ligaments. 

3. The “pop” produced in manipulating a joint 
is probably caused by separation of the joint surfaces 
with release of tension. 

4. The real causes of low-back pain are varied, 
but muscle spasm is the basic factor. Upon the ability 

(Continued on page 288) 
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INTRODUCTION 

During the past decade, many clinicians have en- 
deavored to perfect methods of conduction anesthesia 
utilizing the anatomic approach to the relief of child- 
birth pain. Clinical results obtained from peridural 
and subarachnoid anesthesias have furnished the medi- 
cal profession with evidence sufficient to prove that 
to date the safest and most satisfactory methods of 
producing obstetrical analgesia and anesthesia are by 
the injection of selected anesthetic solutions into the 
subarachnoid and peridural spaces to produce nerve 
blocks. No attempt will be made to explain the technics 
involved in the administration of continuous caudal 
analgesia and fractional spinal anesthesia as this has 
been adequately covered in previous papers. 

PURPOSE 

Unexpected or unexplained symptoms may arise 
during or following the administration of conduction 
anesthesia for the relief of pain during childbirth. If 
not always alarming, these symptoms may at least 
puzzle the physician and lead him to regard this form 
of anesthesia with some degree of suspicion or dis- 
favor. This paper attempts to explain the side effects, 
and more important, to estimate what concern, if any, 
should be attached to such occurrences. 

DISCUSSION 

Not all of the symptoms to be discussed are 
encountered with the same frequency; indeed, some 
are regular occurrences in each case while others are 
met only rarely. All of them, however, have been 
observed during the administration of more than 5,000 
caudal and spinal anesthetics. As the list of symptoms 
was examined it was seen that many, apparently un- 
related in time or location, could be segregated into 
certain groups with a common explanatory back- 
ground. These groupings are listed below and will be 
discussed separately. 

1. Symptoms due to the normal effect of anes- 
thesia on nerve tissue: 

a. Goose flesh, increased warmth, dryness of the 
skin in the anesthetized area 

b. Fall in blood pressure during induction phase 
of anesthesia 

c. Itching and burning in the anesthetized area 
as the anesthetic effect diminishes 

d. Uterine after-pains, more severe with caudal 
and spinal anesthesia but occurring less frequently 

e. Incomplete perineal sensory block encountered 
during episiotomy repair. 

2. Symptoms determined by the level of anes- 
thesia: 

a. Persistent one-sided or low level of anesthesia 
after the administration of an average amount of 
anesthetic solution 

b. Pain in the groin and lateral aspect of the 
buttock during a uterine contraction 


*From the Los Angeles Obstetrical Research Foundation. 


c. Apprehension, decreased respiratory excur- 
sion, voice paralysis with high anesthetic level 

d. Congestion of nasal mucous membrane during 
prolonged caudal analgesia 

e. Unilateral photophobia, exophthalmos, dilated 
pupil, and inability to focus the involved eye occurring 
after prolonged caudal analgesia. 

3. Symptoms derived from the anesthetic ayent 
itself : 

a. Systemic toxic symptoms: syncope, tinnitus, 
vertigo, convulsions 

b. Local toxic effects 

(1) Temporary paresthesias, weaknesses and 
sphincter disturbances lasting beyond the expected 
duration of anesthesia 

(2) Permanent sensory and motor disturb- 
ances following spinal anesthesia. 

4. Symptoms resulting from mechanical faciors 
of pressure, stretch, or traction applied to nerve fibers: 

a. Hip, buttock, and leg pain experienced during 
rapid administration of the initial dose (sciatic sign) 

b. Headache and backache occurring during the 
course of anesthesia 

c. Postspinal headache 

d. Nausea following uterine manipulation, cervi- 
cal dilatation, or turning the patient on her back 

e. Postanesthetic foot drop. 

Each section will be discussed separately, setting 
forth probable production mechanisms for the symp- 
toms listed. We do not consider the following an 
all-inclusive explanation, but rather a challenge to 
stimulate further investigation of these findings with 
the use of continuous caudal analgesia and fractional 
spinal anesthesia. 


1. NORMAL EFFECTS OF ANESTHESIA ON NERVE TISSUE 


Cathode-ray oscillograph studies have recorded 
three kinds of action currents in the mixed peripheral 
nerve designated as A, B, and C waves.’ Correlation 
has been established between the action current wave 
and the structure and function of the individual axones 
making up the nerve.? 4 fibers are large, myelinated, 
rapidly conducting; they convey voluntary motor im- 
pulses and the more discriminative sensory impulses 
of touch, joint, and pressure sense. B fibers are more 
finely myelinated, slower conducting, and convey au- 
tonomic motor impulses and impulses of sharp, local- 
ized pain. C fibers are smallest in diameter, unmye- 
linated, slowly conducting ; they convey vasoconstrictor 
impulses, sensory impulses of temperature and poorly 
localized pain. Investigation has further established 
that pressure and drugs exert opposite effects upon 
the sequence of nerve block.* The larger fibers are 
blocked by pressure first and the smaller fibers last; 
anesthesia affects the smallest fibers first, then the 
medium fibers, and finally the largest fibers. In both 
cases recovery of function is in reverse order of loss 
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of function. Heinbecker and others* describe the fol- 
lowing as the sequence of loss of function by local 
anesthetic block: vasoconstriction, temperature, pain, 
motor impulses, joint sense, pressure sense, touch. 
Further studies by Sarnoff and Arrowood® have es- 
tablished that pain and vasomotor control are lost 
before any other modalities but that either may be 
lost before the other or even concurrently. 


Mention must be made regarding another aspect 
of nerve function. As an anesthetic first contacts a 
nerve, it may serve as an irritant stimulating its func- 
tion for a brief period before depressing its activity.® 
Conversely, with recovery from anesthesia the nerve 
fibers may go through a short period of excessive 
irritability, a kind of “supernormal phase.”* An addi- 
tional point bearing on the problem under consideration 
has been described by Lewis. He postulates that 
injury to the skin causes the liberation of a substance 
which diffuses into the injured area and which acts 
upon nerve endings, lowering the threshold of ex- 
citability so that a second ‘stimulus is more painful 
than the first. 


The sympathetic component of the nervous sys- 
tem requires special comment. In the extremities, 
stimulation of this portion causes vasoconstriction, 
piloerection, and sweating. Fibers producing these 
effects in the lower extremities are derived from the 
tenth thoracic to the second lumbar segments of the 
spinal cord. In the abdominal cavity, the sympathetic 
system, among other functions, assists in the regulation 
of the caliber of the blood vessels and conveys sensory 
impulses from the uterus, broad ligaments, and visceral 
peritoneum to the spinal cord as high as the tenth 
thoracic segment.® 

In the light of the above information, we may 
postulate that the constellation of symptoms within this 
category are but the normal effects of an anesthetic 
agent on nerves. The first fibers to be affected are 
the sympathetic nerves. Their paralysis results in 
dilatation of the vessels in the extremities producing a 
subjective sensation of warmth accompanied by a 
warm, dry skin due to absence of sweating. If the 
fibers concerned with piloerection are initially stimu- 
lated by the anesthetic, a transient piloerection manifest 
as goose flesh will be observed preceding the vaso- 
motor paralysis. The rather sudden loss of vasocon- 
strictor tone permits a temporary pooling of blood 
in the abdomen and lower extremities with a resultant 
fall in blood pressure. As a rule this is usually com- 
pensated by an augmentation of vasoconstrictor tone 
elsewhere and restoration of normal pressure. 

The increased excitability has already been men- 
tioned. Characteristically, itching and burning occur- 
ring in the anesthetized area as anesthesia diminishes 
are but examples of the temporary heightening of 
nerve function and are probably analogous to similar 
but more prolonged phenomena observed in a regener- 
ating nerve following injury. We suggest, although 
without proof, that the severe but infrequent uterine 
after-pains associated with conduction anesthesia rep- 
resent an unusual or “supernormal” sensitivity of the 
recovering afferent uterine fibers stimulated by tonic 
postpartum uterine contractions. 

Incomplete sensory perineal block is occasionally 
encountered. With an adequate level of anesthesia, 
episiotomy may be performed without discomfort to 
the patient, but occasionally skin sutures will produce 
pain even though the more deeply placed sutures were 
not felt. We postulate that this may be explained by 
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two sizes of nerve fibers conveying two separate types 
of pain sensation. At the time of episiotomy both B 
fibers (localized pain) and C fibers (diffuse pain) 
are anesthetized. The episiotomy results in the lib- 
eration of the “Lewis substance” in the skin. At the 
time of repair the receding effect of the anesthesia 
has unblocked the B fibers whose sensitivity is height- 
ened by the “Lewis substance” while the C fibers are 
still anesthetized. As a result, pain is felt, although 
not in its full intensity. 


2. SYMPTOMS DETERMINED BY THE LEVEL OF ANESTHESIA 


Two of the factors over which the anesthetist 
has control in determining the height reached by 
peridural anesthesia are the rate of injection and the 
volume of the injected fluid. On occasion a unilateral 
analgesia persists for a period of time in spite of 
adequate rate and volume of injection and a change 
in the position of the patient. We believe that there 
are several factors which determine the height of anes- 
thesia which the anesthetist cannot predict but which 
he might suspect as a cause of imperfect anesthesia. 
Variations in the diameter, length, and shape of the 
sacral canal will affect the height to which a given 
volume of fluid will rise. These variations and the 
frequency of their occurrence have been tabulated by 
Trotter and Letterman.**" A canal of small diameter 
will result in a higher level of anesthesia than will 
the larger canal or the canal with a defective neural 
arch which allows the injected fluid to diffuse dor- 
sally and laterally as well as upward. Bony partitions 
may exist in the sacral canal which may deflect the 
needle to one side. In our own laboratory we have 
observed two such potential obstructions in the ex- 
amination of twenty-five sacra. The implication of 
such deflection is that the anesthetic will be deposited 
predominately to one side of the canal, resulting in 
one-sided analgesia. A similar effect may be produced 
by malpositioning of the needle by the operator. 
Peridural fat varies in consistency and concentration 
from semiliquid to semisolid. The anesthetic solution 
diffuses upward through the interstices of this fat and 
thus the height reached by the solution will be in part 
determined by the nature of the fat. 


Pain in the lower abdomen, groin, and lateral part 
of the buttock may be felt with each uterine contrac- 
tion if the anesthetic level does not reach and include 
the eleventh thoracic nerve. As the anesthetic solution 
ascends, it blocks successively the perineum, pelvic 
viscera, lower extremities, abdominal wall, and uterine 
fundus. The sensory nerves of the fundus terminate 
at spinal cord levels from the tenth thoracic to the 
first lumbar segments inclusive. These same cord 
levels receive the somatic afferent nerves of the upper 
lateral aspect of the buttock and the abdominal wall 
from umbilicus to groin and are thus segmentally 
related to the fundus of the uterus from the point of 
pain referred from this viscus with each uterine 
contraction. 

A high level of anesthesia may initiate symptoms 
of respiratory embarrassment. Decreased respiratory 
excursions may first be observed due-to ascending 
paralysis of the intercostal muscles innervated by the 
thoracic nerves. When the midcervical cord is reached, 
the remaining muscle of respiration, the diaphragm, 
may be paralyzed. At this point respiratory exchange 
must be maintained by artificial means. The voice 
may apparently be paralyzed. If the anesthetic agent 
has been administered by the peridural route, these 
symptoms need not cause undue alarm. The peridural 
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space is limited cranially by the attachment of the 
dura mater to the margin of the foramen magnum ; 
it is impossible for the anesthetic solution placed here 
to affect the vital centers in the medulla. Hence the 
respiratory difficulty is due to a peripheral nerve 
paralysis and not to respiratory center paralysis. The 
loss of voice is due not to the effect of the anesthetic 
upon the vagus nerve in the medulla, but rather to 
the lack of respiratory effort essential to phonation. 
If an adequate airway is maintained and_ artificial 
respiration administered, the anesthetic effect will wear 
off in due time with restoration of normal function. 


The above statements regarding the relatively be- 
nign respiratory paralysis seen with high levels of 
peridural anesthesia do not necessarily apply to sub- 
arachnoid or spinal anesthesia. In spinal anesthesia 
there is no barrier between the spinal and cranial 
subarachnoid spaces, and the anesthetic agent may 
affect the medulla directly. Vital center paralysis is, 
of course, much more serious than peripheral nerve 
paralysis. Attention should be drawn to a symptom 
which is worthy of note as an indicator of impending 
paralysis: an ill-defined apprehension on the part of 
the patient which may precede obvious respiratory 
paralysis. Note has been made of this symptom else- 
where,’ and we have observed this sign in individuals 
with high anesthetic levels and occasionally in patients 
with acute poliomyelitis as a prodrome of rapidly 
ensuing respiratory paralysis. 

It is customary to determine the level of anes- 
thesia by the response of the patient to pinprick. If 
the level has reached the clavicle, it is assumed that 
this represents anesthesia at the level of the first 
thoracic nerve. That this is an erroneous and possibly 
dangerous assumption will be seen if it is recalled 
that the cutaneous distribution of the third and fourth 
cervical nerves descends onto the chest anteriorly as 
far as the second intercostal space (Fig. 1). The 
motor fibers to the diaphragm via the phrenic nerve 
are derived chiefly from the fourth cervical nerve 
but also from the third and fifth nerves. Thus, casual 
checking in the region of the clavicle may suggest 
only a high thoracic level, when in reality the anes- 
thesia may already have affected sensory fibers of the 
third cervical nerve and shortly may involve the 
motor fibers to the diaphragm. In any high block the 
anterolateral aspect of the neck should be checked 
for anesthesia before administering additional anes- 
thetic solution. 


Two relatively harmless but confusing conditions 
may accompany prolonged peridural block: nasal mu- 
cous membrane congestion and unilateral exophthal- 
mos, photophobia, dilated pupil, and inability to focus 
the affected eye. The eye signs usually occur on the 
side which has been dependent and are seen subsequent 
to recovery from anesthesia. Both of these symptoms 
are referable to involvement of the sympathetic nerv- 
ous system. Nasal mucous membrane congestion may 
occur with sympathetic vasomotor paralysis, and the 
eye signs are those of sympathetic irritation. It will 
be recalled that the sympathetic supply to the head 
is derived from the upper six segments of the thoracic 
portion of the spinal cord.’* The fibers leave the cord 
via the upper six thoracic spinal nerves and enter the 
corresponding sympathetic ganglia. From this point 
the fibers ascend the cervical chain to reach the carotid 
plexus from which they are distributed to smooth 
muscle of the eye and the mucous membranes of 
the head. 
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Fig. 1. Cutaneous distribution of the third and fourth 
cervical nerves (after Head). 


We postulate that with prolonged anesthesia there 
is a certain degree of upward seepage of small 
amounts of the anesthetic solution through the peri- 
dural fat, which gain exit through the intervertebral 
foramina on the dependent side beyond the ordinarily 
observed levels of cutaneous anesthesia. The upper 
thoracic sympathetic fibers C, more sensitive to anes- 
thetic action than the larger cutaneous sensory fibers 
A and B, are paralyzed, producing vasomotor paralysis 
and congestion in the nasal mucous membranes. As 
the anesthetic effect recedes, the fibers are hyper- 
irritable and the eye signs result. These are transient 
and need cause no concern. Theoretically, if the irri- 
tative eye signs are present, they should have been 
preceded by sympathetic paralysis resulting in Horner’s 
syndrome. This has not been noted, probably because 
it has not been looked for and rarely causes complaint 
from the patient. The theory of upward extension of 
the anesthetic agent beyond expected cord levels is 
currently under investigation in this laboratory. 


3. SYMPTOMS DERIVED FROM THE ANESTHETIC 
AGENT ITSELF 


Sensitivity to a local anesthetic agent, which re- 
sults in an immediate reaction to a small dose, and 
toxic reactions, which follow an overdose of the drug, 
have been differentiated by Adriani.‘* Most of the 
reactions seen in the course of conduction anesthesia 
are in the nature of toxic reactions. Syncope, tinnitus, 
vertigo, and convulsion may occur immediately follow- 
ing the administration of the initial dose. These same 
symptoms may follow a marked drop in blood pressure 
and occur concomitantly with the administration of 
the initial dose before anesthesia is noted. They should 
be regarded as toxic reactions inasmuch as hypotension 
has not yet been effected. Further confirmation that 
these are systemic reactions is found in the fact that 
these symptoms occur most often following a bloody 
tap, possibly effecting an intravascular injection. 

Some symptoms may arise as the direct result 
of the chemotoxic action of the drug on nerve tis- 
sue." These are of two kinds: temporary para- 
thesias, weaknesses, and, in particular, sphincter <is- 
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turbances present beyond the expected duration of 
anesthesia. Apparently these result from unusual 
depression of nerve activity with a relatively prolonged 
recovery period lasting up to 6 weeks. In some cases 
a permanent sensory and/or motor paralysis may 
occur. There are all degrees of permanent damage 
from an isolated nerve-root lesion up to a complete 
transverse myelitis. The permanent type of paralysis 
has not been observed following peridural block, but 
has been reported following spinal anesthesia by some 
authors. 

Subarachnoid injection exerts its anesthetic effect 
and toxic reaction directly on the unprotected spinal 
cord and nerve-root tissue, whereas epidural injection 
produces its effect on the relatively better protected 
spinal nerve at or outside the intervertebral foramen. 
Nicholson and Eversole’® point out that the usual 
lesions observed following subarachnoid block coincide 
with the site of greatest concentration of the drug 
and that animal experiments show that no greater 
concentrations of drugs are required to produce lesions 
than are used in man. Kennedy and his collaborators” 
point out that trauma to a nerve root and infection 
may play a role in the production of symptoms but 
that these are insignificant compared to the chemo- 
toxic effect of the anesthetic. Thorsen"® calls attention 
to the role of spinal anesthesia in producing secondary 
meningeal irritation which may result in adhesion 
formation and, as an aftermath, postspinal neurologic 
disorders. Emphasis has also been directed to the 
fact that spinal anesthesia may precipitate such pre- 
existing neurological diseases as pernicious anemia, 
multiple sclerosis, tabes dorsalis, paresis, and cord 
tumor, and that spinal anesthesia is contraindicated 
when evidence of nervous system disease exists.”* 

4. SYMPTOMS RESULTING FROM MECHANICAL FACTORS 
OF PRESSURE, STRETCH OR TRACTION ON 
NERVE FIBERS 

Rapid injections into the peridural spaces may 
cause a sudden local stretching of the dura mater and 
nerve roots which might result in transient pain in 
the hip, buttock, and thigh: the so-called “sciatic sign.” 
Headache or, more commonly, upper dorsal backache 
is encountered on occasion with caudal analgesia. We 
believe that these symptoms are due to similar mechan- 
isms: i, e., stretching of the dura by the anesthetic 
solution, which places traction on the as yet unanes- 
thetized dural pain nerve endings. The typical post- 
spinal headache does not occur following peridural 
anesthesia. The most widely accepted opinions on 
the cause of headache following puncture of the sub- 
arachnoid space are: (1) cerebrospinal fluid leakage 
through the lacerated dura and (2) direct meningeal 
trauma. 


Fig. 2. Sketch showing course of left common peroneal 
nerve around the head of the fibula. Note that stirrup sup- 
port may press against the nerve at this point. 
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Traction on the visceral peritoneum, by means of 
uterine manipulation, cervical dilatation, and the turn- 
ing of the patient on her back may induce reflex 
nausea. So common has this symptom become that 
just prior to delivery all patients under continuous 
caudal analgesia are placed in a 5 degree Fowler po- 
sition. This procedure has served to reduce the occur- 
rence of this annoying symptom. 

Foot drop, temporary or permanent, following 
the administration of conduction anesthesia often is 
blamed on the anesthetic agent. This causation is 
entirely possible, but we suggest alternative explana- 
tions which should be considered and have been em- 
phasized by Slocum and others.*° The extensors of 
the foot are innervated by the common peroneal nerve 
which courses from behind forward immediately below 
the head of the fibula (Fig. 2). In this location it 
is relatively subcutaneous and readily accessible to 
pressure applied to the upper outer aspect of the calf. 
In the lateral recumbent position this part of the leg 
may be in contact with the hard edge of the bed or 
operating table. With the patient in stirrups or slings, 
pressure may be applied against the nerve. Since this 
area is anesthetized, the patient is unaware that there 
is pressure being exerted to which she would other- 
wise respond with a shift in position. 

We recently encountered a patient with foot drop 
following a lumbar laminectomy performed in the lat- 
eral recumbent position. The operative disturbance 
of the nerve roots was at first blamed for the foot 
drop, but careful examination revealed that the dis- 
tribution of motor and sensory changes was of a 
peripheral nerve variety and not of nerve root origin. 
Subsequent investigation disclosed that the paralysis 
was the result of pressure from a tightly applied 
adhesive strap placed to anchor the patient on the 
operating table. The end result of this type of paraly- 
sis will vary from permanent foot drop to complete 
recovery, depending upon the intensity and length of 
the application of the pressure. 

CONCLUSIONS 

The preceding discussion is an attempt to clarify 
the mechanisms by which many of the side reactions 
noted during the management of an obstetrical patient 
with continuous caudal analgesia and fractional spinal 
anesthesia are produced. The evaluations will serve 
to emphasize further the relative safety of these anes- 
thesias when administered by trained personnel as 
well as to indicate the importance of cautious judg- 
ment when undertaking their use in obstetric practice. 
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Nutritional Therapy in Endocrine Disturbances — Menstrual 
Disorders and Cystic Mastitis 


MARTIN W. LEVY, D.O. 
Brooklyn 


It is becoming increasingly clear that the integrity 
and proper functioning of the endocrine gland system 
are dependent upon the maintenance of a normal nutri- 
tional status within the organism. Thus it has been 
adequately demonstrated that chronic inanition in both 
animals and human beings results in a pleuriglandular 
deficiency condition resembling that occurring after 
ablation of the pituitary gland.*** This phenomenon 
is seen most clearly in the reproductive systems of 
both sexes where degeneration of testes, prostate 
glands, seminal vesicles, ovaries, uteri, and vaginae 
occurs during chronic or acute starvation.*°** The 
influence of malnourishment is exerted not only di- 
rectly upon the various members of the reproductive 
system but also indirectly through the hypophysis since 
inanition produces both morphologic and physiologic 
alterations in the anterior lobe of this gland.** More- 
over, the atrophic changes occurring in the reproduc- 
tive system of the starved animal are reparable by 
anterior pituitary 


Recent research has implicated the liver as an 
important intermediary in the problem relating nutri- 
tion to reproductive function. Zondek,’® in an in vitro 
study, first showed that the liver is capable of in- 
activating female sex hormone. Confirmation of this 
finding was given by Israel, Meranze, and Johnston,” 
who demonstrated that although estrogenic hormone is 
not destroyed when circulated through a_ heart-lung 
preparation, it was rapidly inactivated upon passage 
through a heart-lung-liver system. Further evidence 
was provided by the novel experiments of Golden and 
Sevringhaus,’? who found that in rats transplantation 
of ovaries to the mesentery (thereby inducing portal 
drainage of the sex hormones) resulted in the dis- 
appearance of the estrual reaction, whereas grafting 
the ovaries to the axillae established normal cycles. 
These results were extended by Talbot'* who reported 
an impairment of the hepatic estrogen-inactivating 
mechanism following injections of carbon tetrachlor- 
ide. The administration of this liver poison to young, 
normal, uncastrated rats resulted in the appearance 
of uteri larger than those seen in untreated controls. 


Clinical observations have also borne out these 
experimental findings. Accidental poisoning with 
benzene,’® or carbon disulfide’ results in 
menstrual disorders, explainable in terms of hyper- 
estrogenization. Of special interest are the observa- 
tions of Glass, Edmondson, and Soll** on males 
afflicted with cirrhosis of the liver. These patients 
revealed varying degrees of gynecomastia and testicu- 
lar degeneration associated with the presence of in- 


creased quantities of unconjugated (active) estrogen 
in the urine. 

Another facet of this problem became revealed 
by Biskind and Mark,’* who used the intrasplenic 
pellet implantation technic in demonstrating that vita- 
min B deficiency, induced in female rats, greatly 
diminishes the estrogen-destroying capacity of the 
liver, a defect which may be quickly overcome by 
the addition of brewer’s yeast to the diet.*® Also sig- 
nificant is the finding of the Biskinds*® that the 
androgen-inactivating mechanism of the liver is not 
altered by deficiency of this vitamin group. Thus it 
follows that vitamin B complex lack tends to upset 
the estrogen/androgen ratio in the body resulting 
eventually in reproductive disorders. 


The studies cited thus far tend to establish the 
liver as an organ importantly involved in regulating 
the levels of sex hormone in the body. Nutritional 
deficiencies, especially those involving the B complex 
and protein, induce certain forms of hepatic injury, 
including cirrhosis,?"* correctable by administration 
of the deficient nutrients. Clinical hepatic cirrhosis 
also often responds favorably to nutritional therapy, 
especially to the B complex,?*** and choline.?* On this 
basis it seems reasonable to conclude that the estrogen- 
inactivation mechanism of the liver can function nor- 
mally only when the proper balance of nutrients is 
maintained within the organism. Caution, however, 
must be employed in relating liver structure to its 
function for, as the Biskinds'® have remarked, the 
sex hormone destructive mechanisms can fail in the 
absence of any demonstrable morphologic alterations 
in the liver and, conversely, marked necrosis and 
fatty degeneration of this organ may occur without 
any appreciable change in its estrogen-inactivating 
capacity.?* 

The work of Frank and his collaborators 
has effectively demonstrated that excessive estrogen 
may form the etiologic basis for such conditions as 
chronic cystic mastitis, premenstrual tension, and cer- 
tain types of abnormal uterine bleeding. Although 
Frank has maintained that these disturbances are due 
to excessive production of the sex hormones, the 
above discussion suggests the additional possibility 
that their cause lies, at least in part, with the faulty 
disposal of the hormone as a result of some defect 
in liver metabolism.* In fact, the Biskinds*® have 


27,28,29 


*Other factors which participate include the rate of 
utilization and excretion of the hormone and its degradation 
into inert intermediary compounds. 
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demonstrated a correlation between signs of nutri- 
tional deficiency and the presence of the syndromes 
which Frank has attributed to excess estrogen. More- 
over, they have reported considerable amelioration of 
these disorders with the use of oral and/or parenteral 
vitamin B complex. 

During the past year, the writer has had the 
occasion to observe and treat a group of patients 
who showed varying degrees of premenstrual tension, 
abnormal uterine bleeding, and chronic cystic mastitis. 
These disturbances were almost invariably associated 
with some overt sign of vitamin deficiency. It is the 
purpose of this paper to describe the effectiveness 
of nutritional factors in the treatment of these cases. 
In general, the results tend to confirm those reported 
by the Biskinds.2® However, the present work, in 
addition, has utilized the Papanicolaou vaginal smear 
technic in correlating objectively the sex hormone 
status of the patient with the clinical conditjon both 
before and during treatment.t 


CASE REPORTS 


A total of 18 cases has been studied thus far. To 
avoid repetition, however, only 4 which are repre- 
sentative of the group as a whole will be described. 

Case 1: H. W., aged 21 years, married 1 year, 
complained of irregular menstruation for 4 years. The 
cycles varied in duration from 29 to 45 days. Dys- 
menorrhea and menorrhagia were invariable accom- 
paniments. Thrombotic elements were observed by 

{The procedures for obtaining and analyzing vaginal 
smears are summarized in Papanicolaou’s recent volumes.™™ 
I have employed both the Papanicolaou stain and the Shorr 
modification. The latter is more practical for general office 
use, having the advantage of being more easily and more 
rapidly conducted. I have found it convenient to utilize a 
small peripatetic table equipped with several drawers. The 
fixatives, alcohols, and stains are kept in coplin jars on the 
table surface and the vaginal pipets, coverslips, slides, reserve 
stains, etc., are stored in the drawers. The table can be 
moved at will to the patient and, after some practice, the 
entire procedure conducted, without difficulty, by one operator. 


Fig. 1 


the patient in her menstruum for the first 2 or 3 
days of bleeding. One to 2 weeks prior to the onset 
of the period, extensive swelling of the breasts oc- 
curred, accompanied by severe pain and tenderness, 
with the right breast more affected than the left. 
These phenomena generally lasted throughout and for 
about a week following the period. The condition had 
become progressively worse for the past 2 years. 

Examination revealed no abnormalities of the 
uterus or adnexae. Multiple cystic masses, varying 
in size from that of a pea to a large marble, were 
felt in both breasts. The patient was 61 inches in 
height and weighed 98 pounds. A mild degree of 
glossitis and cheilosis was noted. 

Vaginal smears were taken at weekly intervals 
for 4 weeks prior to institution of therapy. In all 
four smears, excessive numbers of large wafer-like 
cornified cells with small pyknotic nuclei, indicative 
of a constant follicular reaction, were seen (Fig. 1). 

Treatment was begun with polyvitamin and des- 
sicated liver preparations, supplemented with inositol, 
choline, and methionine.t Starting doses consisted of 
two capsules of Formula 2 and six capsules of For- 
mula 1 three times a day by mouth. In addition 
intramuscular injections were given three times weekly 
of 2 cc. of crude liver (2 U.S.P. units per cc.) and 
5 cc. of a B complex preparation (B,, 4 mg.; B,, 2 
mg.; B,, 1 mg.; calcium pantothenate, 10 mg. ; niacina- 
mide, 50 mg. per cc.). 

The seventh day following initiation of treatment, 
the breast pain and tenderness had subsided signifi- 
cantly. The glossitis had disappeared but signs of 
cheilosis were still apparent. After 2 weeks (1 week 


¢Formula 1 (per capsule): Whole dry desiccated liver, 


450 mg.; inositol, 15 mg.; methionine, 50 mg.; choline dihy- 
drogen citrate, 50 mg. Formula 2 (per capsule): Vitamin A, 
10,000 U.S.P.; vitamin D, 1,000 U.S.P.; vitamin B,, 20 mg.; 
vitamin B2, 15 mg.; vitamin Bs, 3 mg.; folic acid, 0.1 mg.; 
vitamin C, 100 mg.; niacinamide, 150 mg.; calcium pantothen- 
ate, 15 mg. These preparations were secured from the Tree- 
mond Co., 153 Waverly Place, New York City. 


Fig. 2 


Fig. 1. Pretreaument smear. Note preponderame of thin discrete cornified cells, acidophilic in staining reaction. Leuko- 
cytes appear in small numbers. This follicular reaction had been constani in the patient for at least 4 weeks prior to 
treatment. Fig. 2. Twenty-eighth day of treatment (20 days after menstruation). Smear is definitely luteal in nature. 
Desquamation is marked. Clumping and folding of smaller basophilic cells observed. Figures 1 and 2 represent vaginal 
smears obtained from Case 1 (H. W.) before and during administration of nutritional therapy. Shorr stain. 245 X. 
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after menstruation), improvement was still more 
marked. Premenstrual and menstrual pain were no 
longer present; clots, however, still appeared in the 
menstruum during the first day of bleeding. The 
breast condition was practically normal. The cystic 
nodules in both breasts were considerably reduced in 
size and the remaining areas of infiltration were no 
longer circumscribed but diffuse. The patient, how- 
ever, still reported an occasional sharp fleeting pain 
in the right breast. The cheilosis had almost com- 
pletely disappeared. The vaginal smears by now had 
begun to show the presence of small blue-staining 
nucleated (i. e., “precornified”) cells indicating she 
was no longer under the influence of excessive estro- 
gen and had passed into a typical postmenstrual phase. 

At the end of 3 weeks, the diffuse areas in the 
breasts had become less apparent. The tenderness 
in both breasts had almost completely disappeared, 
although an occasional sharp pain coursing through 
the right breast still occurred. The smear at this time 
appeared follicular, being characterized by increased 
numbers of large acidophilic cornified cells; no leuko- 
cytes were apparent. 

After 4 weeks of treatment, the patient reported 
that the marked breast pain which usually developed 
beginning 2 weeks prior to menstruation had not 
occurred. The cheilosis had disappeared. The vaginal 
smears, at this time, showed a typical luteal reaction ; 
copious numbers of small cells and cellular clumping 
were apparent—many so-called “navicular” cells with 
elongate nuclei were also visible. Larger numbers of 
leukocytes had invaded the smear (Fig. 2). 


Menstruation now occurred normally, for the first 
time in several years, no dysmenorrhea or menorrhagia 
being apparent. Breast pain was absent both during 
and after the period; the sharp shooting breast pain 
had also disappeared. The patient reported, at this 
time, that she ‘was feeling wonderful,” that her appe- 
tite had improved considerably, and she weighed 108 
pounds. At this time, the dosage of the polyvitamin 
capsules (Formula 2) was reduced to one, and the 
desiccated liver preparation (Formula 1) to two, 
three times daily. Parenteral injections were reduced 
to one of 2 cc. of crude liver per week. After 4 weeks 
at this nutritional level, the patient showed no recur- 
rence of her previous symptoms. Vaginal smears 
taken during this time indicated that a normal ovarian 
cycle had been established. 


Case 2: M. C., aged 33 years, married 3 years, 
described a history of dysmenorrhea since the me- 
narche. At 21 years of age, a pinhole os was detected 
and treated by dilatation and curettement. The more 
recent complaint was oligomenorrhea. Gynecologic 
examination revealed a mass in the broad ligament. 
Surgery was recommended and performed. A large 
right ovarian cyst and a fibroid growth extending 
from the broad ligament into the uterus were seen. 
The left ovary appeared normal. Right oophorectomy 
and hysterectomy were performed. A few weeks fol- 
lowing the surgery, the breasts showed conspicuous 
enlargement. Several nodular cystic masses were felt 
in both breasts which had become swollen, red, and 
tender. No overt signs of vitamin deficiency were 
recognized. The patient was 58 inches tall and 
weighed 92 pounds. Examination of the vaginal 
smears over a period of 5 weeks prior to treatment 
showed no regularity in the sequence between follicular 
and luteal stages. In all cases there was apparent a 
preponderance of large squamous cornified cells to- 
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gether, occasionally, with a few leukocytes, a reaction 
which is definitely follicular and which is described 
as Grade III. 

The patient was given the polyvitamin and desic- 
cated liver capsules in dosages of two and six, re- 
spectively, three times daily. The crude liver extract, 
2 cc., was administered parenterally three times 
weekly. Dramatic improvement of the breast condi- 
tion was observed after 4 days of therapy. At this 
time only slight soreness was felt in both breasts. 
The cystic masses had become reduced in size. !m- 
provement continued with treatment until after 4 
weeks the breast tenderness was no longer present 
and the nodular masses had disappeared. The patient 
weighed 102 pounds. Vaginal smears taken at weekly 
intervals during the entire period of therapy indicated 
that the ovarian cycle had become regularized. 

Case 3: T. C., aged 23 years, married 5 years, 
had experienced irregular periods and dysmenorrhea 
with clotting of the menstruum for 4 years. She had 
aborted spontaneously on three occasions. Laparotomy 
performed following the last miscarriage revealed a 
large cystic mass in the left ovary. The right ovary 
was normal. Left oophorectomy was performed. | ‘or 
a few months following the operation, the periods 
were regular, but they then became irregular, most 
cycles running beyond 40 days. Bleeding occurred 
over a period varying from 4 to 10 days. The flow, 
save for the first day of the period, was scanty and 
intermenstrual spotting was evident. The patient ex- 
hibited heightened anxiety and nervous tension which 
was especially marked just prior to and during the 
period. 

Gynecologic examination showed no pathology of 
the uterus or adnexae. Both breasts contained several 
hard nodular circumscribed masses, exquisitely tender 
to the touch. Glossitis was marked, and cheilosis was 
also evident. At this time, the patient was 64 inches 
tall and weighed 106 pounds. Vaginal smears taken 
over a 6-week period prior to the beginning of therapy 
revealed, as in the two previous cases, excessive num- 
bers of mature cornified cells, acidophilic in their 
staining reaction, indicative of a follicular reaction. 
The third and fourth of the six smears taken con- 
tained an excessive number of polymorphonuclear 
leukocytes, probably due to vaginal inflammation 
caused by irritation by the speculum on one occasion. 

The patient was now placed on a regime similar 
to that employed in Case 1, i. e., Formulas 2 and 1, 
two and six capsules, respectively, three times daily. 
Parenteral treatment included 2 cc. crude liver and 
5 cc. of the vitamin B complex, three times weekly. 

After 1 week of treatment the mastitis had sub- 
sided somewhat and the breast tenderness had become 
reduced, although some still remained. The tongue 
lesions had disappeared but some cheilosis persisted. 
The patient reported that she felt considerably better 
and that her feeling of anxiety had largely disappeared. 

The vaginal smears after 2 weeks exhibited the 
presence of clumps of small basophilic cells. Mature 
cornified cells were reduced in numbers when com- 
pared to the pretreatment smears, all indicative of 
an early luteal phase. At this time the breast masses 
had become definitely reduced in size and were much 
softer in consistency. 

After 3% weeks of therapy menstruation began. 
This was 31 days following the previous period. 
Bleeding now lasted for only 5 days, but some clotting 
of the menstruum occurred during the first 2 days. 
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Spotting took place only once in the subsequent 2 
weeks. Breast pain was entirely absent but some 
tenderness remained. Two small nodular masses were 
palpated in the left breast. Glossitis and cheilosis were 
absent. 

The next menstrual period occurred 29 days later 
with the quantity and duration of flow quite normal. 
Only one small mass was felt in the left breast. The 
patient now reported considerable improvement in her 
mental state. Vaginal smears, examined over the 
course of the 7 previous weeks, showed that a fairly 
normal ovarian cycle had become established with a 
regular sequence of follicular and luteal phases. 

Case 4: S. B., aged 40 years, married 16 years, 
reported that hysterectomy had been performed at the 
age of 34 years because of a large uterine fibroid 
growth; no gross ovarian pathology had been noted 
at the time of the operation. Complaints, of 3 years’ 
— included painful breasts, general .lassitude, 
atigue, and extreme irritability. More than a year 
ago, estrogenic hormone, in .large doses, had been 
administered by another physician. Although some 
relief of the mastitis was afforded by this therapy, it 
was not permanent and, on a number of occasions, 
it led to an exacerbation of the symptoms. 


Gynecologic examination revealed no significant 
pathology except for some fullness in the left fornix. 
Both breasts were markedly tender and painful. Two 
large masses were noted in the left breast and three 
smaller ones in the right breast. The only evidence 
of vitamin deficiency was some glossitis ; cheilosis was 
absent. The patient, prior to treatment, was 64 inches 
tall and weighed 158 pounds. She was placed on a 
nutritional regime identical with that used in Case 3. 

Again, as in the other cases, considerable im- 
provement was noted within a few days. Breast pain 
was markedly less and the cystic masses were reduced 
in size. The tongue lesions had disappeared and the 
patient reported feeling “peppier.” 

After 2 weeks, the mastitis had shown further 
improvement; one area in the right breast, however, 
remained palpable. The patient reported some itching 
around the nipples of both breasts. This lasted for 
approximately 4 days and disappeared. Vaginal 
smears taken throughout the period of treatment 
showed a gradual normalization of the ovarian cycle. 
Cells characterizing the luteal phase had made their 
appearance by the third week of treatment and had 
disappeared by the fifth week, at which time pre- 
cornified cells were once again noted. 

At 6 weeks, the dosage of the capsules was 
reduced to the maintenance level, i. e., Formulas 2 
and 1, one and two capsules, respectively, three times 
daily, and injections of 2 cc. of crude liver once 
weekly. The patient has remained in good condition 
up to the time of this report (twelfth week). 

The 14 additional cases showed varying degrees 
of menstrual irregularities which included oligomenor- 
thea, menorrhagia, or metromenorrhagia. Eight of 
these displayed breast tenderness and pain or cystic 
mastitis. Ten exhibited premenstrual tension, fatigue, 
and irritability. In 12, signs of nutritional deficiency 
were discernible. These took the form of glossitis, 
cheilosis or both. In 2 of these 12 cases, seborrhea 
alae nasi and gingivitis were noted. One other patient 
displayed premenstrual acne and leg pain. Four of 
the patients had been on previous estrogenic therapy 
for the mastitis with inconstant success. Thirteen of 
the cases showed definite improvement in the majority 
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of the nutritional and endocrine symptoms by the 
end of the first week of vitamin-liver therapy. One 
case of mastitis remained refractory even after 6 
weeks of treatment. 

DISCUSSION 

The results of the present study make it quite 
clear that nutritional therapy has a definite place in 
the treatment of certain types of endocrine disturb- 
ances. As pointed out in the introduction of this 
paper, menorrhagia and metrorrhagia may be asso- 
ciated with liver cirrhosis of dietary origin and, ac- 
cording to Goldberger,** menorrhagia is sometimes 
an accompaniment to pellagra. It will be noted that 
in 15 of the 18 cases studied, the endocrine imbalance 
was associated with some overt sign of vitamin B 
lack, and that the correction of the uterine disturbance 
or mastitis occurred as the deficiency symptoms waned. 
It is interesting to note that in the 3 cases in which 
objective signs of vitamin deficiency were not appar- 
ent, the nutritional treatment was still of benefit. This 
would seem to indicate that the estrogen-inactivating 
processes are more subtly affected by a slight degree 
of nutritional lack than are the skin and mucous 
membranes, or else that the vitamin and liver factors 
have operated, in these instances, through other 
mechanisms. 

There can be little doubt that the uterine and 
breast phenomena observed represent the effects of 
the protracted action of higher levels of estrogenic 
hormone within the body. This receives strong sup- 
port from the finding that in practically all of the 
patients, the vaginal smears, prior to treatment, were 
predominantly of the follicular variety. It will be 
remembered that Frank*"**° had actually detected 
higher levels of urinary estrogen in cases of menor- 
rhagia and metrorrhagia. Moreover, the nutritional 
therapy resulted in the restoration, at least partially, 
of normal ovarian cycles in 16 of the 18 cases studied 
in the present report. 

Clinicians have not been reluctant to use large 
quantities of estrogenic factor to treat various forms 
of uterine and breast disorders, despite the fact, and 
not to their knowledge, that the endogenous levels of 
the hormone within the patient may already be high. 
It is not surprising that exacerbation of the symptoms 
may occur with such therapy, for it is obvious here 
that insult would be added to already existing injury. 
Moreover, excess estrogen may cause symptoms of 
vitamin B deficiency, thus inducing an intensification 
of the lesions already present in the vitamin B defi- 
cient patient.** It should be apparent then that the 
indiscriminate use of estrogenic hormone (i. e., with- 
out careful previous examination of the ovarian cycle) 
might tend to set up a vicious cycle, release from 
which would come only with cessation of the hormonal 
treatment and with the establishment of a rigorous 
nutritional regime. The occasional relief obtained 
with estrogen in menorrhagia may be due to the ability 
of this hormone to produce and maintain a prolifera- 
tive (nonbleeding) endometrium. The beneficial effects 
often reported in, mastitis might stem from the in- 
hibitory action of large doses of this hormone upon 
the manufacture and release of both gonadotropic 
and lactogenic principles from the anterior lobe of 
the pituitary.***7 

The modus operandi of the nutritional factors 
in endocrine disturbances can only be conjectured 
upon at the present time. From the work of Biskind** 
and others,**:***%*" it seems likely that both the vita- 
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mins of the B family and certain, as yet only partially 
identified, factors in whole liver are necessary for 
the proper action of the estrogen-inactivation mechan- 
isms of the liver. Biskind®* has demonstrated the 
inadequacy of the B complex alone to alleviate com- 
pletely certain types of atrophic glossitis. The addi- 
tion to the diet of whole liver, but not aqueous liver 
extract alone, resulted in a complete amelioration of 
the symptoms. Both the water-soluble and _ lipoid- 
soluble fractions of the liver appear to be necessary 
in this regard. It is suggested that these supply the 
substrates and prosthetic groupings essential for 
proper action of the estrogen-inactivating enzyme 
systems of the liver. It is possible that biotin, a factor 
absent from antianemic (aqueous) liver extracts, is 
also needed in the maintenance of proper endocrine 
balance within the organism, since biotin deficiency 
in man* has been known to result in atrophic glossitis. 
Choline, methionine, and possibly inositol, factors 
which maintain fat in a transportable form (i. e., 
phosphorylated ), thus preventing lipoid degeneration of 
the liver, also appear to be concerned since certain 
uterine bleeding disturbances, due to estrogen-androgen 
imbalance, have been corrected by these lipotropic 
factors.** 

The question arises as to the dosages of nutri- 
tional factors which should be prescribed to correct 
the disorders discussed in the present study. The 
quantities of desiccated liver given are based, in 
general, on those used by the Biskinds.*® The vitamins, 
however, were supplied in somewhat different form 
and dosage. It is well known that administration of 
single vitamins may result in depletion of other vita- 
mins and thus result in new deficiency lesions. More- 
over, it is rare that single vitamin deficiencies ever 
occur clinically. For these reasons it is essential 
that properly balanced combinations of the vitamins 
be administered if any success is to be obtained. 

It is possible that the various nutritional factors 
were given in quantities beyond the needs of the 
patients examined. Nevertheless, there is little possi- 
bility that toxic overdosage phenomena could occur 
even with the relatively large amounts administered. 
Failures in this line generally result from giving too 
little rather than too much. As Biskind** has stressed, 
“for the depleted individual to utilize the nutritional 
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factors at all, they must be present in high concentra- 
tion in the body fluids; and concentrations higher than 
are necessary to the non-depleted person must be 
maintained.” 


The literature has made it sufficiently clear that 
vitamin B complex deficiency may be caused not only 
by improper or inadequate diet but also by disorders 
of the digestive tract, such as chronic diarrhea and 
peptic ulcer, and by liver or biliary disease, colonic 
infections, allergic phenomena, and various types of 
drugs.** Since the majority of the patients examined 
in this study were on adequate diets, it seemed possi- 
ble that faulty absorption might have been a factor in 
establishing the deficiency symptoms. Hence, to pre- 
clude this possibility, supplemental parenteral therapy 
should also be provided. 


In conclusion, it may perhaps be superfluous to 
remark that the method of attack employed in the 
present study is in keeping with the classical under- 
lying principles of osteopathy. The success obtained 
in the cases studied makes it clear once again that 
therapy which is directed towards the normalization 
of organ function through the establishment and 
maintenance of the proper basic internal environment 
is, in the final analysis, the best medicine. 


SUMMARY 


A group of 18 patients displaying certain endo- 
crine disturbances such as menorrhagia, cystic mastitis, 
and premenstrual tension, due most likely to estrogen 
excess, were treated orally and parenterally with large 
dosages of vitamins and whole liver. The therapy 
resulted in rapid improvement in these conditions 
along with the re-establishment of normal ovarian 
cycles. Evidence is presented to indicate that the syn- 
dromes described are due to a failure of the liver to 
inactivate normal quantities of estrogenic hormone 
because of deficiency of vitamin B complex and pos- 
sibly of certain liver factors. 
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Early Diagnosis of Uterine Cancer* 


WARREN H. TAVENER, D.O. 
Flint, Mich. 


During the past 4 or 5 years the American public 
has been bombarded with propaganda through the 
newspapers, radio, and magazines with facts about 
cancer, designed primarily to interest people in their 
own welfare. The public has been made so well aware 
of the facts regarding cancer diagnosis today that 
every physician must be equipped with all the latest 
methods of diagnosis and treatment if he is to main- 
tain his standing in his community. People are filled 
with all kinds of ideas concerning this dreaded disease, 
some of them false. However, the physician must be 
prepared to answer any and all questions the public 
inevitably will put to him. No real advances in the 
treatment of cancer have developed in the past few 
years. Advances have been made only in its early 
diagnosis. The public has been told this, and indi- 
viduals will not allow the busy physician to overlook 
the slightest symptom that appears. This educational 
campaign has succeeded in prompting people, espe- 
cially women, to seek a diagnosis earlier in the course 
of the disease, when the chances of cure are best. 


There are certain generalities which may be ex- 
pressed about fundal and cervical cancer of the 
uterus. There are certain symptoms which might make 
one suspect a cancer of the uterus in certain indi- 
viduals more than in others. That point will be gone 
into more thoroughly as the individual portions of 
the uterus are discussed. I feel, however, that dwelling 
too long on these generalities is dangerous, because it 
might lull physicians into a false sense of security. 


The alert general practitioner discovers the ma- 
jority of malignant tumors. There is no doubt that 
regular physical examinations will detect many un- 
suspected cases of cancer in a curable stage of the 
disease. Most, although not all, specialists are aware 
of the urgency and necessity for early diagnosis, but 
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the general practitioner must be aware of the con- 
temporary status because he will probably refer most 
of these cases to the specialist. 


Perhaps the greatest advance in the past few 
years in the early diagnosis of cancer of the uterine 
fundus and cervix has been the development of the 
vaginal smear technic by Papanicolaou and Traut.? 
Since it was first introduced by Papanicolaou in 1928, 
many thousands of recorded cases have proved its 
value. The public is well aware of the existence of 
such a technic. As is usual with any new, widely 
publicized diagnostic method, many women ‘ask for 
the vaginal smear as part of the examination. The 
physician must be able to explain to the patient the 
proper place in the scheme of things for the procedure. 
Also, if he has not already done so, the general prac- 
titioner should either arrange for a local laboratory 
to handle specimens for him or mail them to a patholo- 
gist (a simple feasible method has been developed 
to enable mailing any distance). 


The Lugol’s iodine staining test of Schiller has 
a certain amount of value and may be used occasion- 
ally to help in the selection of the site for biopsy. It 
has served a good purpose in making more physicians 
examine the cervix. However, its use has decreased 
greatly because today most men do not hesitate to 
perform a biopsy at the slightest provocation. 


No discussion of the early diagnosis would be 
complete without some reference to prevention of uter- 
ine cancer. The public today has been made well aware 
that there are certain conditions existing such as 
cervicitis which predispose to cancer of the uterus 
and which should be treated, thereby preventing its 
occurrence. 


In spite of all the publicity regarding cancer, 
patients still delay between the advent of symptoms 
and the first visit to the doctor. The patient has cut 
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the time interval approximately in half in the past 
few years. In fact, the general public has made greater 
advances than have doctors as a group. 


THE VAGINAL SMEAR 


The accuracy of the vaginal smear depends upon 
two factors, i. e., the adequacy of the smear taken 
and the accuracy by which it is interpreted. The tech- 
nic for obtaining the specimen for the Papanicolaou 
and Traut staining technic is quite simple. There are 
two kits made up for this purpose which may be 
obtained through any supply house. 


Routinely, two types of smears should be made: 
cervical and vaginal. Frequently, a third type, endo- 
cervical or endometrial, is recommended. It is im- 
portant that the patient does not douche within 24 
hours before the specimen is obtained. Smears should 
not be too thick. The glass slides are immediately 
placed in a half-and-half solution of ether and 95 per 
cent alcohol. They must remain in solution at least 
30 minutes but may be left much longer. 


Figures from various studies indicate that be- 
tween one in 200 and one in 500 cases of carcinoma 
of the cervix or uterine fundus may be discovered 
by the smear method in patients without symptoms. 
If one were in a position where he might run these 
smears easily and be assured that reports were com- 
plete and competent, the finding of these few cancers 
would make the method worthwhile. It should be 
emphasized, however, that there are very few cancers 
found with the Papanicolaou stain which cannot be 
found by a careful physical examination or biopsy. 
The accuracy of the smear has been found by dif- 
ferent observers to be reliable in about 96 per cent 
of the cases. Many times more false positive readings 
are given than false negative readings. No attempt 
is made in this paper to give the technic of interpreting 
smears because this is primarily of interest to the 
pathologist. For general purposes the reading should 
be reported in three categories, i. e., negative, positive, 
or questionable. Treatment is never instituted on the 
basis of a positive vaginal smear alone. On the ques- 
tionable as well as the positive cases the pathologist 
will suggest biopsy or dilatation and curettage. 

One of the greatest additions to the care of uter- 
ine cancer made by vaginal and cervical smear technic 
has been the fact that it has forced more physicians 
to do more pelvic examinations. It has also educated 
a larger number of physicians to the fact that the 
signs and symptoms associated with early carcinoma 
of the uterus are minimal, though significant. 

There has been considerable interest in the past 
few years in the so-called carcinoma in situ of the 
cervix, in which perhaps the vaginal smear has its 
greatest value. The smear may be positive for years 
before the disease is clinically evident, and, in fact, 
repeated biopsies of the cervix may be required before 
the diagnosis is determined. Today the condition is 
considered as a true carcinoma of the cervix and may 
no longer be considered as precancerous. Carcinoma 
in situ is a lesion virtually on the surface of the body, 
detectable by smear and biopsy in most instances, 
which usually gives years of warning before it be- 
comes a disaster. The average age for cancer of the 
cervix is 48 years, but the average age for carcinoma 
in situ seems to be around the thirty-sixth year, which 
suggests that it is quite possible for this surface 
carcinoma to exist for years before the development 
of gross carcinomatous lesions. These are the cases 
in which the vaginal smear technic will have its most 


EARLY DIAGNOSIS OF UTERINE CANCER—TAVENER 


Journal A.O.A. 
January, 1950 
important bearing. Cancer of the cervix at this stage 
should be practically completely curable. 

The vaginal smear is particularly adapted to 
screening a large number of women.” It should be 
re-emphasized that it is not intended to replace physi- 
cal examination and biopsy. With any suspect cervix 
or uterus the report on a single negative smear or 
negative biopsy is not final. This patient should be 
seen at intervals of not longer than 3 months, and 
smears and biopsies should be taken at every ex- 
amination. 

PREVENTION 

Prevention of cancer of the uterus is made pos- 
sible by the elimination of two common conditions 
which are predisposing factors, namely, chronic irrita- 
tion and involutional changes. In addition to the 
public awareness of the early signs of cancer there is 
also increasing recognition of the fact that chronic 
irritation is a predisposing factor which should be 
removed. This is particularly applicable to chronic 
inflammation of the cervix. This awareness better 
enables the physician to secure cooperation for a cervi- 
cal cautery or conization. 

What appears to be a simple cervicitis may actu- 
ally be a beginning carcinoma with no indication at 
the surface of what is going on underneath. Cervical 
cautery and cervical conization have prevented many 
cases of cancer of the cervix. Authors have reported 
on 2,000 to 10,000 conizations performed in which 
not a single cancer of the cervix developed following 
the removal. 

I have adopted the premise lately that any cervix 
which requires cauterization should be biopsied and 
I have been surprised to find in a small number of 
cases two malignancies that were not suspected. The 
inflammation is treated, following the biopsy, by 
conization. Most authors agree that cervical coniza- 
tion is much to be preferred to a simple cervical 
cautery. More and more cervical conizations should 
be done. The man who performs many of them may 
feel satisfied in his own mind that he has prevented 
at least some subsequent cancer of the cervix. 


Delayed menopause is a condition with increased 
suspectibility to fundal carcinoma; the cancer poten- 
tial in the endometrium is increased in any individual 
in whom it occurs. Malignancy appears when the 
menopause is delayed four times more frequently than 
when the change is early. Dilatation and curettage are 
probably justified in all women who menstruate past 
the age of 52 to rule out fundal carcinoma. 

The specific cause of endometrial carcinoma is 
not known, but circumstantial evidence points to pro- 
longed action of estrogen beyond the normal meno- 
pausal age as an important factor. This abnormal 
influence should be eliminated. Therefore, it is well 
to add a word of warning concerning the use of 
estrogenic hormones during the menopause, and par- 
ticularly in patients with delayed menopause. Men- 
struation beyond the usual age calls not for estrogenic 
medication but for an investigation to determine if 
endometrial cancer has already begun. If there are 
troublesome symptoms, it would probably be wiser 
to attempt to control them by small doses of thyroid 
and phenobarbital. If the hot flashes continue in 
spite of this, minimal doses of stilbestrol may be 
added. This will usually give relief. Delayed meno- 
pause indicates erratic endometrial and ovarian activity 
which increases the susceptibility to malignant de- 
velopment. 
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Total hysterectomy is important in the prevention 
of cancer of the cervix. Cervicitis is said to be a very 
common sequel to subtotal hysterectomy. Cervical 
stump carcinoma constitutes about 4 per cent of all 
cervical carcinomas.* The incidence of carcinoma of 
the stump of the cervix certainly justifies advocating 
total hysterectomy. There are many arguments pro 
and con on this subject, but as far as this paper and 
prevention of cancer of the cervix is concerned, there 
are none. 

CARCINOMA OF THE CERVIX UTERI 

Carcinoma of the cervix is the second most com- 
mon form of cancer in women. Because the cervix 
is an organ that is literally on the outside of the body, 
it is easily palpated and directly inspected. It lends 
itself well to prophylaxis or very early detection of 
malignant disease much better than the internal vis- 
cera. The necessary examinations are comparatively 
simple. They are palpation and inspection of the 
cervix, cervical biopsy, and in a few instances, curet- 
tage of the canal. The important thing to emphasize 
again regarding the early diagnosis of cancer is that 
examinations must be performed early and often. 


A review of the literature indicates that among 
the cases of cervical cancer 10 per cent are nulliparous 
women. However, unmarried women and women who 
have had no children number approximately the same. 
Many reports conclude that the relationship between 
cancer of the cervix and parity is probably small.* 


The early symptoms of cancer of the cervix be- 
fore the menopause for the most part do not give 
the patient much concern. They are accepted as the 
usual irregularities of the woman’s menstrual activi- 
ties. The earliest important symptom is abnormal 
vaginal bleeding. This will be noticed most frequently 
after coitus; because it occurs in this sequence, this 
symptom will frequently take the patient to her doctor 
more quickly than any of the others. Early discharge 
of vaginal blood may also be the result of constipated 
stools, the vaginal douche nozzle, or sometimes of 
heavy lifting, when a small blood vessel will rupture 
resulting in bleeding. This cancer tissue is soft and 


will not stand the ordinary traumatism of everyday 
life. 


Early diagnosis depends mainly on a detailed his- 
tory, careful physical examination, and careful evalu- 
ation and correlation of these findings. Patients have 
a tendency to come in with a single complaint which 
seems most important to them. However, careful 
questioning will reveal other associated complaints. 
All of these details are of great significance and bring 
out the fact that it is important to get a thorough 
history from these patients. Most of them have ob- 
served a clear vaginal discharge for several months 
or longer. The first danger signal which brings them 
to the doctor is probably a slight pinkish discoloration 
of this discharge which previously had been clear. 
A sharp hemorrhage may occur occasionally without 
any regularity. Such bleeding has no relationship to 
the normal menstrual cycle, a most significant diag- 
nostic sign, which aids in differentiating from the 
fairly regular hemorrhages caused by uterine fibroids. 

The general conception is that cancer of the 
cervix is a disease of older women at or near meno- 
pause, who have had several children. Cases have been 
reported in the literature of cancer of the cervix in 
the age period of 20 to 30 years and from 30 to 40 
years. The condition is not impossible in younger 
Women; therefore, in order to find it in these age 
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groups one must be aware of its existence and be 
sufficiently interested and alert to examine patients 
carefully whatever the age. 

There is no gross picture that is diagnostic. The 
lesion may show itself as a small area which resembles 
granulation tissue and bleeds easily when touched with 
an applicator. Occasionally it may manifest itself 
at the external os as a small polyp which may be 
indistinguishable from a benign polyp. Then, too, it 
may appear in its early stage as a small ulceration 
or a small indurated area, covered by normal appear- 
ing epithelium. This may be evidence of a small 
cancer growing inward into the cervix before becom- 
ing ulcerated. Any of these lesions should be com- 
pletely excised and examined microscopically. 

Because postcoital spotting is so frequently the 
earliest sign of cervical malignancy, TeLinde® states 
that he will biopsy a cervix on the basis of this history 
alone, even though the cervix appears to be perfectly 
normal. 

If the pathologist reports any suspicion of a 
vaginal smear, the patient must be followed with 
smears or biopsies repeated at regular intervals of 2 
or 3 months. Usually the diagnosis can be confirmed 
within a short period of time. 


Very few doctors do not know that the earliest 
sign of cervical cancer is some form of abnormal 
vaginal bleeding. Yet, many fail to make a thorough 
examination to determine exactly why a patient is 
bleeding. Indiscriminate use of estrogen therapy for 
control of abnormal vaginal bleeding without proper 
evaluation of the patient to the point of absolute cer- 
tainty of the cause of the bleeding will often mask 
an underlying organic disease. 

The cervix which appears clinically suspicious 
of malignancy despite repeated negative biopsy should 
probably be subjected to a Sturmdorff conical ampu- 
tation and the entire cervix sent to the pathologist for 
examination. A dilatation of the cervical os and a 
curettage of the cervical canal and uterine cavity 
should be done on all cases of abnormal bleeding 
which are not explained by physical examination or 
by positive cervical biopsies. 

Cervical biopsy should not be made at all unless 
it is adequate, since the doctor and the patient may 
be lulled into a false sense of security. A biopsy 
specimen should be taken from the border of the 
lesion, including some normal tissue. Large fragments 
of tissue removed from the center of a carcinoma 
may reveal nothing but necrotic tissue and not be 
diagnostic. Many cervical biopsy instruments are 
made but a satisfactory one is the scalpel. A crescent- 
shaped piece of tissue generous enough to include a 
portion of the canal and the surface of the cervix is 
removed. These specimens may be taken in the aver- 
age doctor’s office because there is very little dis- 
comfort to the patient. It may at times be done 
without the patient’s knowledge if the doctor feels 
that he may be alarming her unnecessarily. It may 
be done just previous to a cervical conization. In fact, 
it is usually necessary to follow with the cautery 
for the control of bleeding. I believe and am sure 
that the pathologist will agree that the tissue removed 
by the conization is not satisfactory for biopsy study. 
Such tissue has been burned and if it is not destroyed 
will, in many instances at least, give the pathologist 
an erroneous impression. Therefore the biopsy speci- 
men should be taken previous to the conization. The 
best means for securing complete biopsy is with the 
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cervical conization knife, since cancers of the cervix 
develop at the squamocolumnar junction. 


Diagnosis of cervical cancer is not so difficult 
after the menopause as it is before menopause, since 
vaginal bleeding after the woman has ceased menses 
will usually bring her to the doctor more quickly these 
days than almost anything else. The old adage is 
still true that any uterine bleeding after the meno- 
pause is cancer until proved otherwise. Since early 
symptoms of cancer of the cervix are by no means 
distinct, the search must be careful. The presence of 
benign uterine tumor at the time of surgery does not 
eliminate the possibility of a coexisting carcinoma 
of the cervix. No physical examination is ever com- 
plete without the use of a vaginal speculum. During 
the search for a malignancy whatever cervical lacera- 
tions and cervicitis are found can be treated by cervical 
cautery or cervical conization. Reliable statistical data 
substantiate the fact that chronically inflamed lacerated 
cervices do predispose to the development of carci- 
noma. The incidence of carcinoma discovered may be 
small in the biopsies done but even occasional finding 
of a cervical malignancy will be most important because 
this disease is almost always curable if it is found 
early enough. The literature shows no record that a 
lapse of a few days between the time of biopsy and 
subsequent treatment affects the prognosis in any way. 


CARCINOMA OF THE FUNDUS UTERI 


Carcinoma of the fundus uteri occurs much less 
frequently than carcinoma of the cervix. The ratio 
appears to be about one to five. 


Carcinoma of the fundus uteri for the most part 
is a disease of older women. The average age is about 
54 years. An overwhelming majority of women show 
this disease after menopause. Next to carcinoma of 
the cervix, cancer of the fundus uteri is the most 
common cause of postmenopausal bleeding. The av- 
erage age of the menopause is around 48. The ma- 
jority of the women who do develop carcinoma of 
the fundus uteri have had a late menopause. Women 
with carcinoma of the endometrium frequently have 
borne no children. The distribution seems to be about 
one third in women who have not been pregnant. 
Here again, early examination is of greatest value, 
especially in adenocarcinoma of the uterus, because 
of the rate of cure, which if the cancer is found 
reasonably early, should be almost 50 per cent. 


The. symptoms here, as in carcinoma of the cer- 
vix, are not well-defined, a situation of which the 
physician must be aware. He should also be aware 
that the disease does occur in younger women occa- 
sionally. 


The only indication of early carcinoma of the 
fundus uteri may be painless vaginal bleeding, either 
in the form of metrorrhagia or menorrhagia. This 
symptom may exist for some time and the condition 
still remain in the realm of operability. Because the 
overwhelming majority of these tumors show bleeding 
after the menopause, the chance of early diagnosis 
is greater than in carcinoma of the cervix, perhaps 
the reason for the greater percentage of cure. Most 
women will come to the doctor early if vaginal bleed- 
ing suddenly appears after menstruation has ceased 
for several years. Usually this blood at first is not 
excessive. Some women will minimize or ignore it. 
In fact, many doctors and even specialists may ignore 
the symptoms because the bleeding is slight. But 
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what should be remembered is that when bleeding is 
not excessive, the stage of disease may yet be early 
and there is hope of cure. 

In most cases which arise before menopause, 
intermenstrual bleeding is the initial symptom. The 
patient may refer to a thin watery discharge, but 
when the physician is careful to investigate, this dis- 
charge usually contains some blood. Bleeding after 
the menopause in a patient whose cervix appears 
essentially normal should strongly suggest endometrial 
carcinoma. In the majority of cases no noticeable 
enlargement of the uterus is found, but incidental 
fibroids are common. Fully one third of the carci- 
nomas of the fundus uteri will have accompanying 
fibroids. Corpus carcinoma is a possibility in every 
woman over 40 with intermenstrual bleeding. This 
fact should be considered even though another lesion 
is present. 

Most of these women have shown some abnor- 
mality of uterine bleeding either before or after meno- 
pause. Before giving estrogenic therapy to women 
who have menstrual irregularities, one should be sure 
that he is not dealing with a carcinoma. It is inex- 
cusable to give estrogenic therapy in any form to 
women who are suffering with carcinoma of the 
uterus. 

Patients complaining of postmenopausal uterine 
bleeding have a better than even chance of a malig- 
nant disease of the gynecological tract. Clinical find- 
ings are usually not conclusive. The diagnosis is 
established by a careful diagnostic curettage. Curettage 
is the only final method of diagnosis for corpus 
carcinoma. The one contraindication to curettage is 
pyometria. If, on cervical dilatation, pus comes from 
the uterine cavity, the canal is well dilated and nothing 
more is done. At some later time, the cervix is again 
dilated ; if no pus is obtained, a curettage is performed, 
and several specimens obtained from the different 
portions of the uterus. 

Patients with carcinoma of the endometrium 
present a high incidence of obesity, diabetes, and 
hypertension. Many of these women are not only 
heavy but look big with round hips and shoulders 
and small hands and feet. From these few observa- 
tions, it would appear that an unmarried, childless 
woman, who is overweight, who may have diabetes, 
and especially if her menopause is characterized by 
unusual bleeding, has a good change of developing 
carcinoma of the fundus uteri. Because the over- 
whelming majority of carcinomas of endometrium 
develop after the menopause, women showing post- 
menopausal uterine bleeding have a greater than fifty- 
fifty chance of having a malignant tumor of the gyne- 
cological tract. Fundal carcinomas after the age of 
55 are at least as common as carcinomas of the cervix. 

Endometrial hyperplasia is a clinically important 
finding in women over the age of 50 and those past 
the menopause. The frequency of association of 
hyperplasia with carcinoma after the menopause is 
almost six times that before the menopause. Any 
woman over 50 who has endometrial hyperplasia 
should be regarded as a potential subject for develop- 
ment of carcinoma of the fundus. At times an atypical 
form of endometrial hyperplasia will be extremely 
difficult to differentiate, but if doubt exists the condi- 
tion should be treated as malignant. 

Suspicion of malignancy is aroused by an en- 
larged and softened postmenopausal uterus. TI do not 
agree with some authors who are so radical as to 
believe that every case of postmenopausal bleeding 
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should have immediate hysterectomy with bilateral 
salpingo-oophorectomy. Curettage in some of these 
typical cases will fail to reveal carcinoma. In many, 
no radical therapy is ever required. But curettage 
must be done for diagnosis, and its diagnostic poten- 
tialities far outweigh any possible drawbacks. 

Traut and Papanicolaou’ have shown that endo- 
metrial cancer may be diagnosed by the presence of 
malignant cells in vaginal smears. The technic is not 
so satisfactory here, however, as it is in carcinoma 
of the cervix and should never be substituted for 
curettage. Patients in whose history is a record of 
long-standing gross menstrual abnormality should be 
suspect. The majority of these patients will not com- 
plain of pain. Pain associated with carcinoma of the 
uterus is a bad prognostic sign. 

TeLinde® has reported that 32 per cent of post- 
menopausal bleeding is due to carcinoma of the cervix, 
15 per cent to carcinoma of the endometrium and 3 
per cent to the malignant tumors of the vagina and 
uterus. The remaining 50 per cent of the cases pre- 
sent benign lesions such as cervical ulcers or myomas. 
In only a very small group, no organic lesion can be 
found to explain the bleeding. This study merely 
emphasizes the fruitfulness of the investigation of all 
cases of postmenopausal bleeding. 

CONCLUSIONS 

1. Since the signs and symptoms of early uterine 
carcinoma are minimal though significant, physical 
examination of the female patient should include the 
Papanicolaou and Traut smear which has proved a 
great aid in the early diagnosis of uterine carcinoma. 
The smear, however, should not replace physical ex- 
amination and cervical biopsy. 
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2. Since the so-called carcinoma in situ of the 
cervix may be present for years before the advent of 
any clinical evidence, all patients requiring cervical 
cauterization should have a Papanicolaou and Traut 
smear examined and a cervical biopsy specimen taken. 

3. Chronic cervicitis may well denote a precan- 
cerous cervix ; therefore, all cervices indicating chronic 
inflammation should be cauterized and coned. 

4. All cervical biopsies should include an area 
of normal tissue as well as the pathological tissue. 

Circumstantial evidence indicates that pro- 
longed estrogenic action beyond the normal meno- 
pausal age is a specific cause of endometrial carcinoma ; 
therefore, dilatation and currettage is probably justified 
in all women past 52 years of age with delayed meno- 
pause. 

6. Every patient giving a history of postcoital 
spotting should have immediate cervical biopsy re- 
gardless of the appearance of the cervix. 

7. Thorough evaluation of patient complaining 
of abnormal vaginal bleeding should be made before 
instituting estrogenic therapy. 

8. Every woman over the age of 40 presenting 
uterine fibroids accompanied by intermenstrual bleed- 
ing should be examined with the possibility of corpus 
carcinoma in mind. 

9. Curettage is the only final method of diagnosis 
for corpus carcinoma and should be made with an at- 
tempt to obtain several specimens from different por- 
tions of the uterus. 

10. Women presenting postmenopausal uterine 
bleeding have a greater than fifty-fifty chance of hav- 
ing a malignant tumor of the gynecological tract. 


708 Garland St. 
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AN HISTORICAL REVIEW OF THE PHYSICAL EXAMINATION OF THE CHEST 


During the nineteenth century physical diagnosis of organs 
within the chest was based only on percussion and ausculta- 
tion. In the twentieth century, now that the reflexes from 
the lung and pleura have been described and the ability to 
palpate structures—both superficial and deep within the chest 
—has been discovered, physical examination becomes more ac- 
curate, and inspection and palpation assume major importance. 

Physical examination of the organs within the chest 
has now been enriched, and the physician has at his command 


methods as accurate as his perception and interpretation of 
sight, hearing and touch can make them. Whether the disease 
is active or inactive can be determined by sight and touch. 
Furthermore, findings can be studied in connection with roent- 
genograms of the chest which afford a valuable method of 
recording the living pathology of these structures—-F. M. 
Pottenger, M.D., F.A.C.P., Annals of Internal Medicine, 
April, 1949. 
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Peptic Ulcer Emergencies* 
CHARLES L. BALLINGER, D.O., F.A.C.O.S. 


Acute perforation of peptic ulcers occurs in from 
15 to 20 per cent of chronic duodenal ulcers, usually 
in men from 20 to 40 years of age. It involves the 
anterior wall of the duodenum near the pylorus in 
two-thirds of the cases. Acute gastric ulcers that 
perforate are more often near the cardia than the 
pylorus. Seventy per cent perforate during a quiescent 
period, 30 per cent during active symptoms, and 5 
per cent in association with massive hemorrhage. In 
20 per cent, more than one ulcer perforates. 

Perforation of a peptic ulcer into the peritoneal 
cavity is an abdominal catastrophe dramatic in its 
suddenness and its severity. Previous signs and symp- 
toms of ulcer may have been entirely lacking. From 
a state of apparent health, the patient is abruptly 
plunged into a condition of excruciating pain, collapse, 
and vomiting. The condition is caused by the erosion 
of a peptic ulcer into the peritoneal cavity through 
the walls of the stomach, duodenum, and, in the case 
of marginal ulcer, through the jejunum. 

If the perforation is small or if it is in the poste- 
rior wall of the duodenum or pylorus, it may be sealed 
by the omentum or by adhesions to surrounding struc- 
tures such as the pancreas or liver. The margins 
of the perforations commonly are indurated and 
thickened. Adjacent viscera are red and congested 
and flecked with fibrinous exudate. Diffuse acute 
peritonitis, accompanied by the characteristic changes 
of this condition, rapidly follows. The history gen- 
erally consists of the usual signs and symptoms of 
chronic ulcer. Rarely, a history may be obtained of 
recent extensive burn. On the other hand, not infre- 
quently no characteristic history is obtained. Of 
course, in perforation of a marginal ulcer, there is 
always a former gastrojejunostomy on record. The 
immediate complaint is a sudden excruciating, burn- 
ing, lancinating pain which was first noted in the 
epigastrium, but which rapidly spread over the abdo- 
men. The pain is usually so unbearable that no other 
symptoms can be obtained. In some cases the attack 
may follow sudden muscular effort. 

The patient may be of any age, although he is 
most likely to be between the ages of 20 and 50 years 
with the proportion of more than twenty males to 
one female. He will probably be found in the sitting 
position, writhing in pain, often with his hands clasped 
over his abdomen. He will guard his abdomen against 
anything that increases intra-abdominal pressure, and, 
because of this, may be difficult to examine. Respira- 
tion will be shallow and grunting in nature, due both 
to the fixation of the diaphragm and to the fact that 
deep inspiration increases the intra-abdominal pres- 
sure. The abdomen will be immobile and may appear 
scaphoid, a condition which only rarely occurs with 
any other abdominal surgical disease. It has been oc- 
casionally noted that on the occurrence of the per- 
foration, a ballooning of the lower left quadrant of 
the abdomen is evident. Vomiting is usually present, 
and it rapidly becomes feculent. Shock, with pallid 
face, sweating brow, and staring eyes, and the appear- 
ance of agony and fear are part of the picture of this 
condition. Rapidly following initial shock may come 
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the characteristic signs of a generalized acute peri- 
tonitis. 

Flatness in the flanks upon percussion, particu- 
larly in the right, is found if much fluid has leaked 
out into the peritoneal cavity. Absence of liver dull- 
ness in the midaxillary line may often be demonstrated. 
In some cases gas may accumulate between the stom- 
ach and diaphragm and give rise to a metallic sound, 
upon percussion, over the left twelfth rib posteriorly, 
with the patient in a sitting position. Upon auscula- 
tion, a quiet abdomen is found, with amplification of 
chest sounds if much fluid is present. In some cases 
a friction rub, synchronizing with the respiration, is 
heard in the epigastrium, which, when present and 
coincident with other signs, is pathognomonic of 
perforation. The boardlike rigidity of the abdominal 
walls, painful upon the slightest pressure, greatest at 
the site of the lesion and in the right iliac fossa, is 
a constant sign. It is most marked soon after the 
perforation occurs. Rectal or vaginal palpation is 
painful and reveals tenderness. As the peritonitis 
progresses, the rigidity decreases somewhat but usu- 
ally remains so intense that it is difficult to note any 
change. 

The pulse is thready, rapid, and weak in the 
early stages. As the acute peritonitis develops, it may 
become wiry and small but will continue to be rapid. 

Aspiration may be used. The matter obtained 
wil! contain bacteria, food particles, and so forth, and 
show either a neutral or acid reaction. Chemical and 
microscopic examinations of this material are often 
of great diagnostic value. 

The blood count does not often show an immedi- 
ate leukocytosis. With the progress of peritonitis, 
the leukocyte count becomes elevated and the differ- 
ential count is that of the usual peritonitis. In the 
early stages of the progress, there may be a concen- 
tration of the blood with an erythrocytosis and usually 
a high white count. 

Roentgen examination should always be done. 
The finding of free air at the highest point of the 
abdominal cavity is pathognomonic. However, a nega- 
tive finding does not necessarily disprove the presence 
of perforation. The plate should be made in the up- 
right position. 

The cardinal signs and symptoms of acute ulcer 
perforation are sudden onset, severe pain, and a 
boardlike rigidity of the abdominal muscles. Of these 
the chief symptom is terrific, cramping, lancinating 
pain, sometimes so severe that the patient may faint. 
The pain is first felt in the epigastrium, extending 
downward rapidly in the course of the escaping fluid, 
as a rule down the right side of the abdomen into 
the pelvis. By this time the pain is general over the 
entire abdomen and is especially intense in the lower 
right quadrant and epigastrium. If perforation occurs 
near the cardia, there is pain in the left shoulder. 
Pain is commonly present in the right or in both 
shoulders if the lesion occurs in the duodenum or in 
the stomach near the pylorus. If the perforation is 
in the anterior wall, ordinarily there is pain in both 
shoulders from the onset, and it is often first felt over 
one or both clavicles and supraclavicular spaces. The 
shoulder pain may be merely a sensation of stiffness, 
an ache, or a sharp stabbing pain. This referred 
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shoulder pain is usually simultaneous with the ab- 


dominal pain, but it may occur later and may be 
transient. The pain of leaking ulcer of the lesser 
curvature of the stomach or of the duodenum is 
always worse on inspiration. 


The temperature is frequently subnormal and 
may remain so for a considerable time. It becomes 
normal when the patient reacts and ascends with the 
development of peritonitis. The pulse rate increases 
correspondingly. Of prognostic importance is the fact 
that as long as the pulse rate does not increase over 
100, the outcome remains comparatively favorable. 


Although reflex vomiting is often present, it may 
not occur. Vomiting may be severe at the beginning 
of the attack, or it may occur only if water or other 
fluids are taken by mouth. Later with the development 
of the peritonitis it becomes persistent and feculent. 


The diagnosis of ulcer perforation must be made 
and the operation performed at least within a few 
hours after its occurrence if the patient is to have a 
reasonable chance for recovery. The immediate diag- 
nosis is urgent and valuable time must not be wasted 
nor the case taken under advisement. The diagnosis 
is suggested by a crisis which begins in the upper 
abdomen and should be confirmed by the presence or 
history of sudden, terrible, agonizing, continuous epi- 
gastric pain with shoulder radiation which is charac- 
teristic, shock and collapse, boardlike abdominal rigid- 
ity, vomiting, diaphragmatic immobility, and tender- 
ness upon vaginal or rectal palpation. Characteristic 
material obtained by aspiration or the demonstration 
by percussion or x-ray of free gas in the peritoneal 
cavity add to the positive picture. A negative roentgen 
result should be disregarded if other signs are present. 


No physician should fail to recognize the fact 
that this condition is an acute surgical emergency, 
demanding immediate surgical intervention. One needs 
to see but a single case to have the picture indelibly 
written on his mind. This is one abdominal crisis 
that presents no problem in convincing the patient of 
the immediate necessity for attention. The patient may 
have been stubborn in refusing earlier suggestions for 
x-ray or laboratory examination. However, when per- 
foration occurs, he will welcome anything which may 
afford relief. 

Differential diagnosis from other surgical disease 
of the abdomen most commonly involves acute per- 
forative appendicitis, acute intestinal obstruction, acute 
cholecystitis, and cholelithiasis. Nonsurgical condi- 
tions which may simulate perforation of a peptic ulcer 
are acute toxic gastritis, diaphragmatic pleurisy, coro- 
nary occlusion, gastric crises of tabes dorsalis, and 
arachnoidism. Acute rupture of the gallbladder, al- 
though rare, may closely simulate a picture of per- 
foration of peptic ulcer. The rupture of a pelvic 
abscess or an ectopic pregnancy may also demand 
differentiation. Acute hemorrhagic pancreatitis or the 


acute strangulation of an intra-abdominal structure 


are also capable of producing signs and symptoms 
common to the acute abdominal crisis under discussion. 

In acute perforated appendicitis, a previous his- 
tory of slight former attacks, constipation, indigestion, 
with a present history of the cardinal symptoms of 
appendicitis usually can be obtained. The pain and 
the rigidity are not so intense and the pain is more 
likely to be paroxysmal. Liver dullness and dia- 
phragmatic movement are not impaired. Shoulder 
pain is absent, and x-ray examination is negative. 
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Acute intestinal obstruction may be differentiated 
easily from ulcer perforation by increased hyper- 
peristalsis, paroxysmal pain, absence of leukocytosis, 
spasm of the diaphragm, and abdominal rigidity be- 
tween paroxysms. However, it must be remembered 
of massive strangulation that the abdomen may be 
quiet and diaphragmatic spasm, shock, rigidity, and 
terrific continuous pain may be present. Differentia- 
tion is made by unusual abdominal distention, persist- 
ent vomiting which quickly becomes feculent, and the 
fact that liver dullness is not obscured. The scout film 
will demonstrate gases in the small intestine above the 
obstruction. 

In acute cholecystitis, a history of similar attacks 
with spontaneous recovery is the rule. Unless impacted 
gallstones are present, the character of the pain is 
unlike that of perforated ulcer. The rigidity and 
tenderness are also less marked. The fever is usually 
high. Jaundice is frequently evident, and bile will 
be present in the urine. The point of greatest tender- 
ness is over the gallbladder and remains there. In fact, 
not uncommonly, if the patient is not too obese, the 
gallbladder can be palpated. 

Gallstone pain may be equally as agonizing as 
the pain of perforation, but it is paroxysmal. It may 
radiate to the epigastrium but most often radiates to 
the right scapula. Again tenderness is greatest over 
the gallbladder, and it is absent upon vaginal or rectal 
examination. Vomiting is usually persistent, but ab- 
dominal rigidity, fever, and leukocytosis are negligible 
unless associated cholangitis is present. 

Rupture of the gallbladder, of a pelvic abscess, 
of an ectopic pregnancy ; acute hemorrhagic pancreati- 
tis; acute strangulation of an intra-abdominal struc- 
ture, such as thrombosis of mesenteric vessels ; massive 
volvulus “high up”; acute torsion of a large ovarian 
cyst, and perforation of a peptic ulcer have been 
classified as the only abdominal conditions in which 
the onset is accompanied by fainting and extreme 
collapse. They are frequently grouped differentially 
because no other acute surgical diseases of the abdo- 
men simulate them. They have a common pain, which 
is acute, sudden in onset, continuous and agonizing; 
shock, which is immediate and often profound; ten- 
derness, which is invariable and generalized over the 
abdomen, with rectal tenderness which is constant with 
each disease; rigidity, which is boardlike, except in 
ectopic rupture when the abdominal wall is often 
tumid; temperature usually normal or subnormal 
except in the case of rupture of the gallbladder or of 
pelvic abscess; and finally, absence of peristaltic 
sounds. 

Let it be recorded here that each of these condi- 
tions demands immediate surgical intervention. Con- 
sequently, the opportunity for error will not be great 
if surgical intervention proceeds at once even before 
differentiation is certain. 

In acute rupture of the gallbladder, the history 
of the present attack of cholecystitis, sudden pain that 
occurred in the course of the present attack and began 
in the gallbladder, area, the existence of high fever 
and leukocytosis preceding the occurrence of the sud- 
den pain, aspiration from the peritoneal cavity of pus 
showing a bile content, should differentiate this con- 
dition from the acute perforation of a peptic ulcer. 

The history of abdominal or pelvic infection, 
sudden agonizing pain beginning in the pelvis, the 
existence of rectal and vaginal tenderness preceding 
and following the rupture, the palpation of a tender, 
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sensitive pelvic mass, the existence of fever and leuko- 
cytosis preceding the rupture, and the aspiration of 
pus from the peritoneal cavity differentiate the rup- 
ture of a pelvic abscess. Menstrual irregularity, pres- 
ence of secondary signs of pregnancy, the history of 
terrific sudden pain beginning in one side of the pelvis 
and radiating over the abdomen, signs and symptoms 
of progressive anemia, softening of the cervix, en- 
largement of the uterus, and aspiration of pure blood 
from the peritoneal cavity should differentiate the 
rupture of ectopic pregnancy. 

The patient with an acute hemorrhagic pancreati- 
tis is almost always of middle age and commonly 
overweight. The peptic ulcer patient is usually under- 
weight. A characteristic cyanosis, the peculiar slate- 
gray cyanosis, when present, is pathognomonic. Blood 
sugar tests, increase in urinary diastase, and glycosuria 
are of value. Rigidity is not ordinarily so marked as 
in perforation of ulcer. 

In acute strangulation of an _ intra-abdominal 
structure, the differential signs and symptoms are 
caused by interference with the function of the organ 
affected and for that reason are not uniform, although 
pain is always continuous and agonizing. It usually 
has no characteristic radiation. If the strangulation 
is massive or acute as in thrombosis of the mesenteric 
vessels, a bloody diarrhea often results. X-ray demon- 
stration of gas above the lesion should be sufficient 
to establish the diagnosis. 

The chief differential diagnostic findings in acute 
toxic gastritis are a history of the ingestion of im- 
proper food, liquor, or poison; appearance of the oral 
mucous membrane ; absence of abdominal rigidity, and 
presence of hyperperistalsis and diarrhea. 


Acute cardiac conditions do not offer much diffi- 
culty in differentiation from acute perforation of a 
peptic ulcer. The character and radiation of the pain 
in the former are different although the intensity may 
be equal to that in the latter. Vomiting and abdominal 
rigidity and tenderness are negligible. A positive elec- 
trocardiogram is confirmatory. 

Syphilitic infection may be denied in the ab- 
dominal crises of tabes dorsalis. The pain is usually 
paroxysmal and radiates over the abdomen. Tender- 
ness and rigidity are absent between the paroxysms. 
Vomiting is usually absent or negligible and is never 
feculent. The absence of the patellar reflex, the 
presence of Argyll-Robertson pupils, and positive 
Romberg sign and spinal fluid Wassermann clinch this 
diagnosis. 

Arachnoidism, due to the bite of the black-widow 
spider, often presents a clinical picture of severe 
abdominal pain, tenderness, and rigidity with attend- 
ant nausea and vomiting, which simulates the signs 
of an acute abdominal lesion. Remembering this pos- 
sibility and eliciting a history, evaluating the clinical 
symptoms, and receiving a description of a burning 
and stinging sensation of the soles of the feet may 
readily differentiate this injury. Rapid improvement 
of the patient after the administration of antivenin 
or calcium chloride should establish the diagnosis. 

The treatment of peptic ulcer emergencies quickly 
resolves itself into two classifications, that for the 
hemorrhaging cases and that for the perforating cases. 
Rarely is the hemorrhaging case surgical in nature, 
that is, requiring immediate intervention. However, 
some authorities recommend surgery if the patient can 
be operated on very early, that is, before the hemo- 
globin has fallen to a prohibitive level. Babcock? 
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states that operation is rarely indicated to arrest hem- 
orrhage in the patient under 50 years of age. If the 
hemorrhage is small in amount or if there is only 
the slight bleeding which is invariably present, the 
treatment is first medical. If the patient fails to 
respond in a reasonable time to a medical regimen, 
surgery should most certainly be offered. 


In the presence of massive hemorrhage the sur- 
geon is faced with a serious situation. I am prone 
to follow the generally accepted course, which | feel 
gives the patient a much better chance of surviving, 
that is, surgery is undertaken if shock is not already 
present. If shock is imminent to operate is to invite 
disaster. Babcock’ advises a conservative course, 
placing the patient in Fowler’s position to reduce the 
blood pressure, applying an ice cap to the epigastrium, 
aspirating gently with an indwelling Levin tube, abso- 
lute rest, avoidance of stimulation, starvation for 2 
or 3 days, and transfusions of whole blood only when 
the systolic blood pressure falls below 71 mm. Most 
authorities advise the avoidance of transfusion of 
whole blood, plasma, or any other treatment which 
may tend to increase further bleeding from the eroded 
vessel until the hemorrhage has ceased. 


As A. C. Johnson? has pointed out, the blood 
vessel in this instance is always a stiff-walled vessel, 
because of the fibrotic changes in its coats. Conse- 
quently, it cannot readily retract. With the ebbing 
blood pressure, the eroded vessel becomes occluded by 
a soft clot. That clot must be respected and protecied 
in the hope that organization will follow. If the 
hemorrhage continues unabated by these methors, 
small transfusions frequently repeated may be of 
value. The value of vitamin K and coagulants has 
not been definitely determined. 


As has been implied, all contaminating perfora- 
tions are surgical in nature. The earlier surgery is 
done after perforation, the better is the prognosis. 
Little difference is found in the statistics in this in- 
stance which have been gathered by many men and 
clinics. If the patient is in shock the operation must 
be postponed. The patient is treated by plasma, whole 
blood, oxygen, and so forth. Once the decision has 
been made that the condition is one of perforation 
and the degree of shock determined, the surgical team 
should be at work immediately. 

An incision is made slightly to the right of the 
midline and the right rectus muscle retracted laterally 
before entering the peritoneal cavity. Having once 
encountered the liquid debris present in the peritoneal 
cavity following perforation of a peptic ulcer, one 
never fails immediately to recognize it as soon as it 
is encountered. It is thick, slimy, slippery, and may 
contain food particles. This foreign matter has been 
sufficiently irritating to fleck the peritoneum with red 
petechiae, wherever it has come in contact with it. 

First, the perforation should be located. If it is 
small, simple, and longitudinal, mattress sutures are 
sufficient for closure. I make every effort to bring 
about the closure with as little narrowing of the lumen 
of the pylorus or duodenum as possible. If the open- 
ing is large, a wedge of omentum is taken from the 
free border of the apron and loosely sutured over 
the opening to plug it. In hemorrhaging cases, the 
bleeding is arrested by ligature or suture-ligature. |f 
the tissues will not tolerate this procedure or if the 
bleeding area is large or fibrotic, a wedge is excise: 


and closed. 
(Continued on page 288) 
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SEMI-ANNUAL SESSION 
BOARD OF TRUSTEES 


It has been customary for many years for the 
Board of Trustees of the Association to meet in mid- 
year session in Chicago during December of each year, 
soon after one-half of the Association’s fiscal year has 
elapsed. Following that precedent, the Board met this 
year on December 11, 12, 13, 14, and 15. The mem- 
bers of the American Association of Osteopathic Col- 
leges, following custom, met on December 11 and 12. 
A semi-annual meeting of the Bureau of Professional 
Education and Colleges was held on December 9 and 
10, and a one-day meeting of the Bureau of Public 
Education on Health convened on December 10. 


_ Problems of the profession mount steadily and 
require more frequent attention than during annual 
conventions only. This year is no exception. Most 
departments, bureaus, and committees and many com- 
ponent and affiliated organizations find it necessary, at 
this time of year, to take up some phases of their 
activities with the Association’s Board of Trustees. 


Among the many actions adopted or approved 
were the following. A consultation committee was sct 
up to represent the Association in contacts with er- 
ganizations outside the profession. The President will 
act as chairman of the committee. Dr. Robert E. 
Morgan was approved as Chairman of the Commit- 
tee on Veterans Rehabilitation. Dr. Lawrence B. 
O'Meara was added to the Committee on Accreditation 
of Postgraduate Training. Dr. Alexander Levitt was 
appointed as Chairman of the Committee on Research. 
Drs. Hooker N. Tospon, J. K. Johnson, Jr., and 
Charles A. Povlovich are the committee to consult 
with Baker University. 

A joint session was held with the Association of 
Osteopathic Colleges. Representatives of all approved 
colleges were present and many of the pending prob- 
lems of osteopathic colleges and their relations to or- 
ganized osteopathy were discussed at length, not omit- 
ting serious planning for the further development of 
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Osteopathic Progress Fund. A very encouraging re- 
port on the growth of this Fund was received by the 
Board. 

Affiliate status was granted to the American Osteo- 
pathic Society of Anesthesiologists and to the Amer- 
ican Osteopathic Academy of Orthopedics. An added 
list of five hospitals approved for intern training and 
of two hospitals added to the registered list will be 
found elsewhere in this issue. 


A preregistration system for attendance at the 
1950 Convention was authorized. A newly compiled 
manual of procedure of the Committee on Research 
was approved. 

In July of 1949 the House of Delegates approved 
the setting up of a philanthropic foundation to be known 
as The Osteopathic Foundation, a non-profit organiza- 
tion, so constituted as to be able to handle gifts for 
osteopathic education, osteopathic institutions includ- 
ing hospitals, research, and other worthy purposes. 
During the past 6 months the legal work of incorpora- 
tion has been completed and, during the time of A.O.A. 
Board meetings in December, 1949, the organization 
meetings of the Board of Directors and of the mem- 
bers of the newly constituted Foundation were held. 
Officers were selected, committees agreed upon, and 
certain funds were transferred to the Foundation, some 
from the Association’s Research Fund and some from 
Osteopathic Progress Fund. A part of this year’s in- 
crease from the sale of Christmas seals is to be allotted 
to the Student Loan Fund Committee of the new 
Foundation. The officers and directors of the Osteo- 
pathic Foundation are identical with those of the 
American Osteopathic Association and the pertinent 
committees of the Foundation are the same in per- 
sonnel as the corresponding committees in the Asso- 
ciation. 

As soon as the Foundation is well under way with 
its operations, application will be made for exemption 
from taxes under internal revenue regulations and, 
since the Foundation is properly organized and will be 
operated in the letter and spirit of the law, it is con- 
fidently anticipated that exemption will be forthcom- 
ing. Thus donors will be authorized to make the usual 
deduction in calculating income tax. 


All officers and members of the Board of the 
Association were in attendance at every one of the 
sessions of the Board and at many meetings of ref- 
erence committees. The responsibilities and sacrifices 
of these people are serious, particularly in this more 
than usually grave period. The serious support of an 
informed membership lightens that burden. The effi- 
ciency thus engendered is remarkable. 

R. C. McCaucuan, D.O. 


Executive Secretary 


THE NEED FOR NURSING HOMES 

The problems of the aging population in the 
United States are so numerous and so integrated with 
every phase of modern living that it has become usual, 
rather than unusual, to find in every newspaper and lay 
periodical, as well as in almost every medical and wel- 
fare publication, some reference to the subject. Phy- 
sicians and social and welfare workers recognize the 
pressing need for study and solution of these problems, 
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both for the benefit of the aged and for their hard- 
pressed families, many of whom are crowded into liv- 
ing quarters which make home care out of the question. 

A recent article, “The Nursing Home—A Medical 
Care Facility,” by Joseph H. Kinnaman, M.D., pub- 
lished in the American Journal of Public Health, pre- 
sents a well-considered survey of existing conditions 
in the field, reasons for their general lack of satisfac- 
toriness, and possible avenues for improvement. 

Kinnaman expresses the view that a nursing home 
should be a safe, sanitary private or public medical 
care facility operating under health department license 
and providing medical service. The personnel should 
be adequately trained to render, under medical super- 
vision, medical, health, and social services based on the 
total needs of sick, infirm, or handicapped persons not 
requiring hospitalization. The writer further states 
that the goal of nursing home care should be to make 
available to the patient the maximum opportunity for 
rehabilitation and, whenever possible, the resumption 
of a happy, useful life in his own home. 

Few privately operated nursing homes meet the 
above requirements. The charge for maintaining a pa- 
tient in a nursing home rarely bears any relationship 
to the amount or quality of care given. Physical fa- 
cilities are almost always inadequate, and neither oper- 
ators or employees are qualified to provide more than 
shelter, board, and some nursing care. 

Kinnaman concludes that: “To make an effective 
and necessary contribution to the general medical care 
program of a community, all types of ‘between the 
home and hospital’ facilities should meet minimum 
standards, be regularly inspected, serve the total needs 
of the persons in them, and conserve the resources of 
patrons in them by basing charges on services actually 
required at a given time.” He adds that anyone at- 
tempting to improve ordinances pertaining to nursing 
homes should keep these general considerations in 
mind. 


THE 1950 DIRECTORY 

The 1950 Directory of Osteopathic Physicians will 
be the Andrew Taylor Still Memorial Edition. It will 
be dedicated to the Founder of Osteopathy and to 75 
years of professional progress and will feature the 
new home of the American Osteopathic Association, 
the Andrew Taylor Still Memorial Building. 

The 1950 Directory will contain all the usual 
material which makes the annual editions so valuable 
as a reference and public relations medium. The Di- 
rectory material is at this writing ready for the printer 
and by the time this JouRNAL is in the hands of 
readers, Directory proof will be in the process of being 
handled. Once the work on proof has been completed 
it will be impossible to make additions. This means 
that any physician who wants his name included in 
the Directory must act promptly. 

Most osteopathic physicians know enough of the 
benefits of membership in the American Osteopathic 
Association to be ready and willing to pay dues, al- 
though a lesser number are aware of all the benefits 
that accrue to members. To those who need a re- 


1. Kinnaman, J. il.: The nursing home—a medical care facility. 


Am. J. Public Health 39:1099-1105, Sept. 1949. 
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minder that membership in the Association is not only 
desirable but necessary under some circumstances, the 
following information is given: 

To make application for membership in the Acad- 
emy of Applied Osteopathy, membership in the 
American Osteopathic Association is a requisite. 

To serve as a staff member of a registered hos- 
pital or a hospital approved by the A.O.A. for intern 
training, membership in the Association is necessary. 

To be eligible to take any of the specialty board 
examinations, it is necessary that the applicant have 
had 3 years of continuous A.O.A. membership im- 
mediately prior to application for examination. A.O.A. 
membership is also a requisite for membership in any 
of the specialty colleges or societies. : 


THE EDUCATIONAL SUPPLEMENT 

This JourNAL contains the Educational Sup- 
plement, contributed by the Office of Education of the 
American Osteopathic Association. Through the years 
much material on osteopathic education has been pub- 
lished in Tne JourNat, but an Educational Sup- 
plement was not undertaken until January of 1949. 
The outstanding usefulness of that Supplement, of 
which several thousand reprints were made, provicled 
convincing proof that the undertaking should be re- 
peated yearly. Mr. Lawrence W. Mills, Director of 
the Office of Education, has compiled material which 
should not only be helpful and informative to those 
interested in osteopathic education from any angle, 
but also it should be of interest to every member of 
the profession. 

The statistical tables show progress in many direc- 
tions which should be a source of pride. The material 
concerning objectives of osteopathic education, selec- 
tion of students, scholarships, accreditation of colleges, 
intern training, and the function of the Office of Fdu- 
cation should be studied by every osteopathic physi- 
cian. The complete text of “Educational Standards for 
Osteopathic Colleges,” which is included, adds to the 
value of the Supplement. 


A CHANGING ATTITUDE TOWARD 
OSTEOPATHY? 


The importance of manipulation in therapy is re- 
ceiving rapidly increasing recognition by the members 
of the allopathic profession as has been pointed out in 
these columns from time to time. “The Science and Art 
of Joint Manipulation,” by James Mennell, reviewed on 
page 285 of this issue of Tne JouRNAL, reaches a new 
high in this respect. Mennell’s appreciation of the wide 
range of the value of manipulative treatment, in fact, 
far exceeds that of some members of the osteopathic 
profession. But in spite of his protestations that he 
has made manipulation scientific, it appears that his 
acceptance is still on an empiric basis. There persists 
the failure to understand the comprehensiveness and 
scientific soundness of osteopathic principles. This 
book is a challenge to every osteopathic physician, both 
because of its excellence from a practical standpoint 
and because of its rugged, though instructive, criticism 
of what the author conceives to be the unforgivable 
faults of the osteopathic profession. 

Louis C. CHANnpieR, A.M., DO. 
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JOHN P. WOOD, D.O. 
Chairman 
Rirmingham, Mich. 
PUBLIC EDUCATION ON HEALTH CONFERENCE 
JANUARY 28, 1950 

On January 28, 1950, the Bureau of Public Education on 
Health of the American Osteopathic Association will hold its 
third mid-year conference. These conferences have success- 
fully served to keep the profession and, in particular, the 
Chairman of the Bureau of Public Education on Health for 
each Divisional Society informed as to the most recent devel- 
opments and changing concepts in the field of public health. 
Information disseminated at these conferences has been suc- 
cessfully integrated into the public health programs of the 
yarious Divisional Societies in their efforts to provide the 
public with complete osteopathic care. 

H. Dale Pearson, President of the American Osteopathic 
Association, will open the meeting and R. C. McCaughan, 
Executive Secretary, will extend an official welcome to the 
representatives of the Divisional Societies. An exceptionally 
stimulating program has been arranged for this conference 
with six significant topics listed on the agenda. Each topic 
will be presented by one of the members of the Bureau. 


John P. Wood, Chairman of the Bureau of Public Edu- 
cation on Health, will act as moderator for the discussion of 
the topic, “The Modern Concept of ‘Medical Services’ at the 
State Level.” Under this topic consideration will be given to 
the changing social and economic conditions in the past 30 
years which clearly reveal the continuous assumption by state 
and federal governments of more responsibility in providing 
social security for the individual citizen. These changes have 
necessarily had their effect on the economics of the distribu- 
tion of medical care and the physician-patient relationship. 
As the Government expanded social security,and health serv- 
ices available to the people in various economic levels of life 
through the enactment of laws establishing unemployment 
compensation, disability benefits, state and county hospitals, 
health departments, state supported medical schools, old-age 
assistance, and aid to crippled and otherwise afflicted persons, 
it has also extended its control and influence through the 
administration of these laws. Each of these laws has a direct 
or indirect effect on the physician-patient relationship. 


As the enactment of social legislation has affected the 
availability of health care and benefits and the physician- 
patient relationship, certain employer-employee contracts pro- 
viding for health benefits have had similar effects. The 
osteopathic physician-patient relationship has been disturbed 
in some instances where industry and labor have signed labor 
agreements wherein provisions were made for certain health 
benefits. For example, it was not until recently that Armour 
& Company accepted the certificates signed by osteopathic 
physicians as competent evidence of illness so that an indi- 
vidual employee could qualify for sick benefits. The former 
policy worked an undue hardship on many employees who 
were temporarily deprived of osteopathic services by the terms 
of the master employment contract. It is the responsibility 
of the osteopathic profession to make a continual analysis of 
its position to insure that osteopathic care is available to all 
the people under these laws and labor management agreements. 

David E. Reid will act as moderator for the discussion 
of the second topic, “Public Health Council and Lay Health 
Organizations.” There has been a rapid increase in the number 
of osteopathic physicians holding elective or appointive public 
health positions. Osteopathic physicians and lay supporters 
of the profession have also become more active in public 
health affairs and the establishment of a Public Health Coun- 
cil composed of these persons will be considered. Such an 
agency could serve to coordinate and integrate certain in- 


Department of Public Affairs 
JOHN W. MULFORD, D.O. 
Chairman 


Cincinnati 


formation and statistics relating to specific problems in the 
field of public health as they affect the osteopathic profession. 
Consideration will also be given to the activities and purposes 
of the various existing public health associations and to the 
position which they occupy in the development of public health 
programs. 


discussion concerning “Mental Health and the Osteo- 
pathic Physician” will be conducted by W. F. Whitright. An 
analysis will be presented of the regulations of the various 
states which pertain to the care, treatment, admission and 
commitment of the mentally ill to mental hospitals. In most 
States osteopathic physicians are eligible to care for the 
mentally ill and to certify for their admission and commit- 
ment to state hospitals for mental diseases. However, in a 
few states discriminatory legislation prevents full participation 
by osteopathic physicians in the mental health field. 

The nation has recognized its responsibility for the care 
and treatment of the mentally ill which now constitutes one 
of the major public health problems. Since the passage of 
the National Mental Health Act in 1946, there has been a 
continual extension and revision of mental health programs 
at both the national and state level. In the year 1948 forty-six 
states and territories adopted plans and budgets for community 
mental health programs and received grants for this purpose 
from the United States Public Health Service in the amount 
of two million dollars. Prior to 1947 only twenty-two states 
and territories had preventive mental health programs. The 
United States Public Health Service, upon the recommendation 
of the National Advisory Mental Health Council, awarded 
sixty-four training grants to colleges and two hundred and 
thirty fellowships to individuals in 1948, totaling approxi- 
mately one million two hundred thousand dollars. Ap- 
proximately six hundred thousand patients are receiving care 
in mental hospitals in the United States, accounting for more 
than one-half of all the hospital beds. With the increasing 
recognition of the care of the mentally ill as a public respon- 
sibility, an increasing amount of attention at both the national 
and state level has been directed to specific problems in the 
mental health field. During the 1949 session of the state 
legislatures the states of Michigan, Nevada, Oregon, Wash- 
ington and West Virginia enacted laws relating to the field of 
mental health. 


The osteopathic profession has always assumed its re- 
sponsibilities in the field of mental health. From the time 
of the formation of the first osteopathic college at Kirksville, 
Missouri, in 1892 to the present date, a considerable part of 
the curriculum of each osteopathic college has been devoted 
to the training of osteopathic physicians in the care and treat- 
ment of mental diseases. With the ever-increasing significance 
of the field of mental health, discussion time at the Bureau 
conference will be given to the responsibilities of the osteo- 
pathic profession in this field. 

The following part of the program will concern the 
“Medical Examiner System” and will be presented by Carl E. 
Morrison. For some time the coroner system has been the 
subject of public criticism and the replacement of this system 
by the medical examiner system has been proposed in several 
states. A common criticism of the coroner system is that 
generally the coroner is not required to be a licensed physician 
and that in most instances his office is not a competent investi- 
gative agency through which scientific medical evidence may 
be acquired. With a lack of adequate scientific evidence 
the crime of murder has not been recognized and in other 
instances false arrests: have occurred and persons unjustly 
suspected of murder. The office of coroner thus becomes 
responsible for many unfounded criminal proceedings and also 
permits many deaths by murder to go unrecognized. 

A few states such as Maryland and Virginia now have 
a medical examiner system. Such a system generally provides 
for the establishment of a State Board of Medical Investiga- 
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tion which is responsible for the administration of the system. 
The Chief Medical Investigator is generally appointed by the 
state Board of Medical Investigation, such person to have 


postgraduate training in pathology. It is also customary for 
each county to have a County Medical Investigator, a resident 
physician of the county, whose appointment must be approved 
by the Board of Medical Investigation. 


With the elimination of the lay coroner and his jury a 
physician appointed as County Medical Investigator and ex- 
perienced in legal medicine could provide reliable scientific 
facts to the office of the State’s Attorney. Since one death 
in every five in the United States results from violence or 
obscure causes, a total of approximately three hundred thou- 
sand deaths of this nature annually, the importance of a 
program to abolish the present coroner’s system is manifest. 
Today many osteopathic physicians hold the office of coroner, 
and consideration must be given to their position so that 
under a new system, no question would arise as to eligibility 
of osteopathic physicians to act in the capacity of medical 
examiners if they were qualified. 


DEPARTMENT OF PUBLIC RELATIONS 
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Since the principles of osteopathy were first announced 
by Andrew Taylor Still, the osteopathic profession has 
based its public health programs upon “The Osteopathic 
Concept.” Phil R. Russell will act as moderator for a dis- 
cussion of this subject at the conference. In this discussion 
renewed emphasis will be placed upon “The Osteopathic Con- 
cept” in its relation to the osteopathic system of practice and 
as a basis for a public health program. 


The conference will be concluded by a presentation by 
an official of a labor organization on “The Attitude of Labor 
Unions Toward Health Services,” which will be followed by 
a discuss'on moderated by Forest J. Grunigen. Through this 
discussion it is anticipated that the osteopathic profession will 
gain a better understanding of the aims of labor unions in 
providing health care to their members. 

With the information disseminated at this conference 
each Divisional Society represented may integrate into its pub- 
lic health program specific material which will assist the 
Society in its efforts to assure the people of complete and 
competent health care. 


Editor's Note—Pending bills, S. 2009 and HR. 5182, 
to carry out the Hoover Commission recommendation for 
a United Medical Administration including a professional 
career service to be known as the United Health and 
Medical Services, provide: “Any person to be eligible for 
appointment in the United Health and Medical Services 
must (1) be a citizen of the United States; (2) for ap- 
pointment as a physician—hold the degree of doctor of 
medicine or of doctor of osteopathy from a college or 
university approved by the Administrator, have completed 
an approved internship, and be licensed to practice medi- 
cine, surgery, or osteopathy in one of the States or 
Territories of the United States or in the District of 
Columbia; . . .” 


BETTER MEDICAL SERVICES* 
GENERAL PAUL R. HAWLEY 

Curer Executive Orricer, Brur Cross Biue Sutetp Commis- 
sions; Former Cuter Surceon, European THeaTerR OF OPERATIONS; 
Memaer, Hoover CommMisston Task Force on MeEpicat Services; 

Former Cuter Mepicat Director, VETERANS’ ADMINISTRATION. 

There are three considerations to be examined and 
weighed carefully before any worthwhile program for the 
improvement of the Federal medical services can be devised. 

The first of these considerations is whether or not the 
present pattern is especially advantageous to the individual 
departments of government which must be served. After all, 
medical service, where it exists, is an ancillary servant in 
all the Federal departments; and the efficiency of these de- 
partments as a whole must not be impaired if it can be avoided. 

There are some aspects of medical service which are 
closely linked with the overall responsibility of departmental 
administration. The degree to which close association is highly 
desirable, if not essential, varies with the government depart- 
ment and with the medical responsibility therein. It is least 
in those departments in which medical care is but one of a 
number of operations for which the department is responsible. 
It is greatest in the Armed Forces, in which a considerable 
part of medical service is essential to military operations. 

Since the requirements of the Armed Forces impose the 
greatest limitation upon any deviation from the present pat- 
tern of the Federal medical services, we should first examine 
their needs. 


*Statement delivered at the National Reorganization Conference, 
Citizens Committee for the Hoover Report, Washington, D. C 
cember 13, 1949. 


C., De- 
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There are three principles which cannot be violated w itl- 
out impairing the efficiency of the Armed Forces. These are: 


1. Within military commands, medical personnel must be 
military personnel. They must be trained to operate smooilily 
with other elements of the forces. They must be disciplined. 
They must be entirely under the authority of the commanier. 


2. To be an asset rather than a liability in a military 


command, the medical leaders, at least, must have a familiarity 
with both the tactics and logistics of the command, which 
can be gained only by considerable training, experience and 
close association. 


3. Full military control must be retained over all dis- 
abled military personnel of further potential military use- 
fulness. 


These principles demand complete military control of all 
medical service in all theaters of war, and of much of the 
medical service in the Zone of the Interior. They do not, 
however, require that all of the military medical services in 
any of these areas be comprehensive insofar as any one of 
the Armed Forces is concerned. 


The principle of unified command in all theaters of war 
has now been fully accepted. So much of the medical service 
in a theater of war, which is common to all Armed Forces 
and peculiar to no one of them, can, therefore, be unified 
and operate directly under the headquarters of the unified 
command. 

Such an arrangement neither requires nor implies a 
necessity for complete unification of the medical services of 
the Armed Forces. It must be remembered that at least 95 
per cent of the serious medicine and surgery in war is prac- 
ticed in hospital units made up almost exclusively of physicians 
and surgeons from civil life—experts in their profession ut 
with little or no military training and needing no more than 
that. Such units can serve Army, Navy or Air Force units 
with equal effectiveness—or serve all three at the same time— 
while operating under the theater or area command. 

At least one precedent for such operation was established 
during the last war. The Navy desired to send one 1,000-bed 
general hospital to the European Theater of Operations. 
Since it was entirely impossible to sort casualties into Army 
and Navy forward of the general hospitals, and uneconomical 
to do so any place in the Theater, upon my recommendation 
the Theater Commander assigned this Navy General Hospi!«l 
to the medical service of the Theater. Jt was given a hospi'al 
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plant from those already provided for the Army, and it 
became one of the 70 or 80 general hospitals in the theater 
chain of evacuation. 


This Navy hospital cared for many more soldiers than 
sailors, and a splendid job it did. For all practical purposes, 
it was an Army general hospital even though its personnel 
wore Navy uniforms. For that matter, all of the general 
hospitals in the European Theater of Operations could well 
have been Armed Forces general hospitals. Practically all 
of them served the Navy and Air Force as well as the Army. 
A broken leg is the same disability whether it occurs to a 
sailor, an airman or a soldier. 


The overall administration of preventive medicine in a 
theater of war and in defense areas in the Zone of the 
Interior can also operate under a unified headquarters. This 
will not only effect economies in personnel, which is always 
critically short in this field, but also will greatly increase 
efficiency. 

Under the present system, there is some confusion and 
considerable wastage of medical manpower in the competi- 
tion of the three Armed Forces for professional manpower 
for reserve hospital units. This can and should be avoided. 
The war plans of the Nation are joint plans. Each of these 
plans provides for the employment: of so many units of each 
of the Armed Forces. Each such plan requires medical sup- 
port by a certain number of fixed hospital beds. 


There is no reason, therefore, why those hospitals which 
can serve any one of the Armed Forces equally effectively, 
should not be organized during peace as Armed Forces re- 
serve hospital units, rather than, as they now are, as reserve 
units of the Army, Navy and Air Force. This would eliminate 
the present competition among the Armed Forces for the 
services of the staffs of the same civil hospitals or of the 
faculties of the same medical schools. It would permit of 
coordination of the needs of the civil population with that of 
the Armed Forces during war. 


This, then, is one way in which I would improve the 
Federal medical services. I would organize all reserve hos- 
pital units of the Armed Forces, at least at the general 
hospital level, as Armed Forces hospital units; and, in the 
event of war, allocate them to the support of any one or all 
three of the Armed Forces. I would also consolidate the 
planning of preventive medical measures for theaters of war 
and defense areas. 

With the exception of those functions of the United 
States Public Health Service which are associated with dis- 
edse prevention, including maritime quarantine, and those 
peculiar to the Armed Forces, which we have just noted, 
practically all other Federal medical responsibility is limited 
to the provision of medical care for one or another class of 
beneficiaries, such as veterans, merchant seamen, Indians, 
Federal prisoners, and dependents of certain employees of the 
Government. With the exception of a few specialized prob- 
lems, none of which warrants the retention of an individual 
service, all such beneficiaries could be cared for more effi- 
ciently and more economically in a single system of Federal 
hospitals. Efficiency would be increased through better em- 
ployment of the limited number of medical specialists; and 
economies effected through fuller utilization of existing -hos- 
pital plant. 


We now come to the second consideration to be weighed 
in any proposal for change—that of economy. It may seem 
Strange, in this year of 1949, even to mention economy in 
connection with the Federal Government; but nevertheless 
there are still a few of us who are not convinced that the 
resources of this Country are inexhaustible. I do not for one 
minute believe that economy should be heavily weighted 
against efficiency; but neither do I believe that mere resistance 
to change should be permitted to outlaw all consideration of 
possible economies. 

I find it very difficult to defend the high proportion of 
vacant beds in many Federal hospitals. It is rare that a 
vacant bed results in economy save, perhaps, in the food 
ration, which is a small fraction of the patient-day cost 
Ordinarily, hospitals are staffed to operating capacity; and 
vacant beds merely clevate the patient-day cost--far too often 
to extravagant levels. 
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In the field of medical supply, the Army and Navy 
established a joint procurement program several years ago, 
in which the Air Force has now joined. This program has 
resulted in worthwhile economies and, if extended to include 
all Federal medical services, would show still greater saving. 
Several efforts have been made to include the medical service 
of the Veterans’ Administration in this joint supply procure- 
ment program, but none has succeeded solely because of the 
traditional reluctance of a Government department to relin- 
quish any of its prerogatives. To do so would be to reduce 
the number of its own employees, which is unthinkable. 


There is a field other than fiscal in which real economies 
are to be had through consolidation of the Federal hospital 
system. This is in the field of medical manpower, which is 
the third, and most important consideration which must be 
weighed. 

Neither wishful thinking nor specious pleading can erase 
two facts which will stare military medical planners in the 
face for a number of years to come. The first is that the 
next war will be a total war in which the civil population, 
as well as the military forces will be involved. It will be a 
frightful war with heavy casualties among the civil population. 
These casualties may not be limited to injuries from weapons, 
including the atom bomb, but may also include thousands of 
cases of illness induced through bacteriological warfare. 

Never again can we safely drain such a high proportion 
of the physicians of the Nation away from the civil popula- 
tion as we did in the last war. Even then, there were numer- 
ous shortages; and, had our people not enjoyed an almost 
unprecedented era of good health, such shortages would have 
been more numerous and more severe. 

The second fact is that no longer is the increase in 
medical manpower of all categories keeping pace with the 
increase of the population. It may be argued that, if they 
become law, there are already bills before the Congress which 
will relieve these shortages; but one does not expand the 
facilities for medical education overnight without seriously 
lowering standards, and it will be years before such a pro- 
gram can produce significant results. 

These two facts add up to the inescapable conclusion 
that the greatest possible economy in medical manpower must 
be exercised by the Federal Government if those of our peo- 
ple, who are not its beneficiaries, are not to suffer. Never 
again dare we be so extravagant in medical manpower as 
we were in the last war. 

Furthermore, even today we are paying a price in quality 
of medical care in Federal hospitals through the effort to 
staff more hospitals than there are medical specialists available. 
Every hospital, such as a general hospital which purports to 
treat the entire range of afflictions of mankind, must either 
have a complete panel of fully qualified medical specialists 
or do an inferior quality of work in one or more departments. 
Then, too, the distribution of cases is so irregular that a 
considerable collection of patients in one hospital is necessary 
for the justification of certain specialists. For example, while 
one general surgeon is necessary in every hospital, however 
small, an orthopedic surgeon would have little to do in a very 
small hospital. 

So, the dispersion of Federal patients among numerous 
half-filled hospitals not only requires that many more special- 
ists but also too frequently results in only partial utilization 
of their talents. 

The greatest economy in medical manpower among the 
Federal medical services is practiced by the Veterans’ Admin- 
istration. Instead of attempting to staff their hospitals exclu- 
sively with full-time physicians and surgeons, a large part 
of their work, especially in the rarer medical specialties, is 
done by part-time medical men from the local communities. 
While certain of the other Federal medical services employ 
part-time consultants, none utilizes such personnel in the actual 
treatment of patients as extensively as does the Veterans’ 
Administration. 

It seems to me that the Veterans’ Administration has set 
a pattern in utilization of medical manpower which could 
profitably be followed by all Federal medical services, in 
peace as well as in war. Much of their professional talent 
is shared with the general population rather than being with- 
drawn into exclusively government service. 
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There have been numerous arguments advanced in oppo- 
sition to unification of Federal hospitals. Most of these 
arguments are valid, provided only that it is possible, under 
existing conditions, to cling to the status quo. Few of them, 
however, take into consideration the fact that the medical 
manpower of the Country (and in that term I include all 
categories of health personnel) is not great enough to permit 
of the extravagances of the past. Furthermore, the pay scales 
of the Federal services are becoming less and less competitive 
with incomes in civil life as the value of the dollar declines. 


The extraordinary efforts of the Armed Forces, with the 
exceedingly generous inducements they offer, in their cam- 
paigns of recruitment of medical personnel are evidence that 
no longer can we depend upon methods of the past. I realize 
fully that the urgency of the need of the Armed Forces 
required heroic measures; but, as one citizen, I would be 
compelled to protest the indefinite continuation of such an 
extravagant program, especially if there be a feasible way of 
reducing the needs. 


The greatest inducement offered in the recruitment of . 


young doctors for the Armed Forces is the postgraduate 
education promised them at Government expense. For such 
a program, many patients with many ailments are absolutely 
essential. This is the basis for the insistence by the Armed 
Forces upon the hospitalization of veterans and of dependents 
in military hospitals. Thus a cycle is created. To get more 
doctors, more patients are necessary. To treat more patients, 
more doctors are required. While it must not be inferred 
that these two factors balance out—in other words, there ts 
some gain in doctors—it is a most extravagant way of re- 
cruiting medical manpower. 


One objection to the creation of one system of Federal 
hospitals is that it would remove such training of young 
medical officers from the direct control of the Armed Forces. 
Since a considerable part of this postgraduate training of 
medical officers is now being done in civil institutions, such 
an objection loses weight. 


The present situation of the Federal medical services may 
be summarized thus: 


1. There is admittedly considerable duplication of medical 
and hospital facilities by the independent government depart- 
ments. 


2. This duplication is extravagant both in money and in 
medical manpower. 


3. No Federal medical service is able to recruit to 
strength with qualified personnel, even with recruitment pro- 
grams that are very costly. 


4. These difficulties, as important as they are in peace, 
are certain to become critical in war. 


The problem can be solved only through rigid economy 
in medical manpower. This economy in manpower will also 
be reflected in reduced cost to the taxpayer. 


Economy in medical manpower can be effected only 
through maximum utilization of the services of each pro- 
fessional person. This is impossible so long as the Federal 
Government operates scores of half-filled hospitals. Because 
of the dispersion of the requirements of individual Govern- 
ment departments for medical service, no one department can 
consolidate its own hospitals without injecting the great handi- 
cap of distances that patients must travel. However, if most 
of the requirement of the Federal Government for medical 
care is pooled, hospitals can be operated at capacity in prac- 
tically every strategic area in the country. 

The medical manpower situation in the country is rapidly 
forcing us to share with the general population as much 
professional personnel as possible. Regardless of every other 
consideration, we are faced with the indisputable fact that 
none of the Federal medical services is now able to procure 
as many medical men as their individual requirements demand. 

The near future holds no promise of relief of this situa- 
tion. We have, then, the choice of only two alternatives—to 
continue the present wasteful and demonstrably ineffective 
system, or to pool so much of our medical responsibilities 
as are not inextricably linked with other functions of the 
Government. 
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COORDINATION OF HOSPITAL SERVICES 

The Division of Medical and Hospital Resources, U. S, 
Public Health Service, will receive applications for projects 
authorized under the new Section 636 of the Hill-Burton Act. 
Acceptable experimental programs for establishing cooperative 
procedures between a larger and the smaller hospitals of an 
area (for example, a teaching hospital might assign interns on a 
rotation basis to participating smaller hospitals where adequate 
supervision can be maintained) and/or the institution of re- 
fresher courses for general practitioners by a teaching hospital 
or osteopathic college (there is no organized device for se- 
curing the rapid dissemination of new knowledge and technics 
to the average practicing physician) will receive Federal 
assistance. 


An article entitled “Better Patient Care Through Co- 
ordination,” prepared by the Division Chief and the Program 
Coordinator, appeared in the November 25, 1949, issue of 
Public Health Reports. The following are selected excerpts: 


Through regionalization, it is hoped that the medical school and 
the teaching center, can in effect grow out horizontally so that the 
campus of the medical school is extended to the entire region or to 
an entire State... . 


The student goes to medical school; he secures an intensive train- 
ing; and then in many cases he settles in some small community and 
loses touch with the medical school. By the end of five years, unless 
he keeps up through intensive reading or through postgraduate study, 
what he learned at medical school has become outdated and he is no 
longer well trained. There is no organized device for securing the 
rapid dissemination of new knowledge and techniques to the average 
practicing physician. Just as the average community hospital works 
alone as a single and isolated unit, so, in a sense, the physicians of 
the average small community provide their services with such resources 
as exist within the community and there is no means by which the 
superior resources of the medical center can be systematically brought 
to their aid. 


It is obvious that small hospitals are needed and that the public 
wants more of them, but it is also obvious that small hospitals by 
themselves—in the very nature of things—are not able to provide a 
complete service to the patient and that unless these small hospitals 
are tied in in some way with larger hospitals they may render not 
service but a disservice to their patients. .. . 


The average general hospital bed is used by about twenty paticnts 
each year. It has been shown that by better administration the same 
bed might serve almost twice as many patients, thus reducing to some 
extent the need for new facilities within a community... . 


Since wages and salaries represent approximately 60% of the 
hospital’s expenses of operation, this area requires careful study for 
proper consultation to member hospitals. .. . 

Next to personnel, dietary services form the major cost in hospital 
operation. In order to give assistance in proper design and efficient 
functioning of hospitals for good patient care, there is a great need 
for study and consultation on dietary policies. 

Although the number of interns is limited, a teaching hospital 
might assign interns on a rotating basis to participating smaller hos- 
pitals which would ordinarily not be able to obtain an intern but 
where adequate supervision can be maintained. This arrangement 
would be of benefit to the small hospital in that it would give the 
hospital a resident physician. The teaching activities which would 
accompany proper training of the intern at the small hospital would 
be of benefit to all the staff physicians and would tend to improve 
standards of care.. The arrangement would be of benefit to the com- 
munity as a whole in that physicians frequently decide to set up 
practice in the community in which they have interned... . 

Medical knowledge is expanding so rapidly that the average prac- 
titioner soon falls behind unless he keeps up through intensive reading 
and study. Continuation courses are one means of refreshing and 
bringing up to date the medical practitioner’s knowledge. Such courses 
would be held by a teaching hospital or medical school. They might 
last for two weeks, a week, or only two or three days. Each course 
would be devoted to a particular subject: for example, “treatment 
of fractures,” “therapy of common diseases,” “allergy conditions,” 


Such courses should not be confined to physicians. Dentists, 
nurses, and hospital administrators within the region would benefit by 
similar arrangements. 


PAMPHLETS ON CANCER 

Some people believe that a single injury, such as a blow 
in the breast, can cause cancer. Some believe that cancer is 
hereditary, that parents pass it on to their children. Many 
believe that cancer is generally incurable, and that there is 
nothing the individual can do to protect himself and _ his 
family. All these false beliefs and many others are dealt 
with in the first five of a series of popular pamphlets on 
cancer, publication of which was announced today by John L. 
Thurston, Acting Federal Security Administrator. 

The pamphlets, which were prepared by the National 
Cancer Institute of the National Institutes of Health, Public 
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Health Service, emphasize that early cancer is frequently 
accompanied by warning signs and symptoms, and that persons 
who can recognize them and obtain prompt medical attention 
can usually be cured. 

The first of the publications, “Cancer—What to Know, 
What to Do About It,” is an illustrated folder that describes 
the cancer process, the known facts about its causes and 
approved methods of treatment, and lists the most usual signs 
of possible early cancer. As listed in the folder, these include: 


1. Any lump, especially in the breast 

2. Irregular bleeding or discharge from body opening 
3. Persistent indigestion 

4. Unexplained changes in bowel movements 

5. Unexplained weight-loss 

6. Changes in color or size of a mole 

7. Any sore that does not heal promptly. 

The other four pamphlets, which were prepared in co- 
operation with the American Cancer Society, discuss in simple, 
interesting language but with scientific accuracy the essential 
facts about cancer of specific sites of the body. One of these 
is on cancer of the breast, a second is on female reproductive 
organs, a third on the digestive tract, and a fourth’on the 
mouth and respiratory tract. Later pamphlets in the series 
will discuss cancer of the genitourtnary tract and skin cancer. 


“Through personal alertness to the signs and symptoms 
of early cancer, the American people could prevent up to 
100,000 unnecessary cancer deaths a year,” according to Sur- 
geon General Leonard A. Scheele of the Public Health 
Service. “Without becoming a nation of cancerphobes, we 
can learn and apply the few simple precautions that every 
citizen ought to know. Watchfulness for possible cancer 
symptoms should be as commonplace and matter-of-fact as 


CURRENT MEDICAL LITERATURE 


265 


watching the traffic lights while driving a car. If you notice 
any of the signs or symptoms, there is no cause for panic. 
They probably signify a condition other than cancer, but to 
make sure, go to your physician for a thorough examination. 
The best safeguard, especially if you are over 35, is to have 
a complete physical examination at least once a year.” 


Dr. Scheele explained that the five pamphlets were pub- 
lished in response to a widespread demand for a simple, clear 
explanation of what cancer is and how the individual can 
protect himself and his family against this second most com- 
mon cause of death. Numerous requests for such materials 
have also come from State and local health agencies which 
now conduct cancer education programs as an important part 
of their public health work. 


All pamphlets in the series warn against reliance on 
diet, pills, or other “cure-all” remedies in the treatment of 
cancer, and emphasize that science knows only three ways to 
cure cancer: Surgery, X-ray and radium or radon gas. 


These pamphlets may be purchased from the Superin- 
tendent of Documents, U. S. Government Printing Office, 
Washington 25, D. C. 


GRADUATE COURSES OFFERED 

Kirksville College of Osteopathy and Surgery — Two 
courses offered: Manipulative Therapeutics, January 23-28; 
Radiology, January 30-February 4. Registration limited in 
both courses. Address the Dean, M. D. Warner, D.O., Kirks- 
ville, Mo. 

Philadelphia College of Osteopathy—The Graduate School. 
—Advanced courses in osteopathic cranial therapy, January 
23-28. Class limited. Tuition $150. Make application to the 
office of the Dean, 48th and Spruce Sts., Philadelphia 39. 
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CHRONIC NONLEUKEMIC MYELOSIS 


The condition known as chronic nonleukemic myelosis is 
discussed by Clarence Merskey, M.D., in the August, 1949, 
issue of the Archives of Internal Medicine. Six cases of the 
syndrome are reported. Hyperplasia of the leukopoietic tissues 
of the body is the essential feature of the condition and 
results in an increased white cell count and immaturity of 
the circulating white cells. 

Classification as a true leukemia is not feasible for the 
following reasons: 

1. The hyperplasia in the bone marrow is orderly and 
does not display the invasive characteristics of true leukemia. 


2. The course of the condition is prolonged. 

3. Myeloid infiltration if present in other organs is slight. 

4. Anemia is slight and disability negligible for years; 
and the bone marrow does not show immaturity at the 
myeloblastic level—even myelocytes may be few. 

It is felt that this syndrome forms a connecting link 
between polycythemia vera and true leukemia. 

Morton Terry, B.A., D.O. 


A NEW DRUG IN THE TREATMENT OF 
RADIATION SICKNESS 


Radiation therapy often is complicated by the develop- 
ment of a sickness with vomiting, nausea, anoréxia, weakness, 
exhaustion or prostration in varying degrees of severity, 
occasionally acute enough to warrant temporary or even per- 
manent discontinuation of radiation. Patients receiving treat- 
ment in the upper part of the abdomen, anteriorly or pos- 
teriorly, the thorax, or the lower part of the abdomen complain 
more frequently than those whose extremities are exposed to 
radiation. Other important factors aggravating radiation sick- 
ness are the dose per field, the size of the field, and the 
general nutritional state of the patient. 


Various theories as to the cause of radiation sickness 
have led to the trial of many different therapeutic measures, 
the most successful of which is pyridoxine, which has become 
the treatment of choice, although intravenous administration 
makes it a cumbersome, time-consuming, and relatively ex- 
pensive therapy. 

John W. Beeler, M.D., Jan H. Tillisch, M.D., and Walter 
C. Popp, M.D., explain in the Proceedings of the Staff Meet- 
ings of the Mayo Clinic for September 14, 1949, how the 
parallelism of the symptoms of motion sickness and those of 
radiation sickness—lassitude, nausea and yomiting, anorexia, 
and malaise—led them to attempt therapy for radiation sick- 
ness with Dramamine which has been so successful in the 
relief of motion sickness. Dramamine, 100 mg., was given 
30 to 60 minutes before treatment, again 90 minutes after 
treatment, and a third time an hour and a half after. Although 
most patients were given 300 mg., a few needed only 200 
mg., and a few as much as 400 mg. The series consisted of 
82 patients with severe or moderate symptoms. Excellent 
results, with cessation of vomiting and decided relief from 
nausea and prostration, were obtained in 21, and good results 
with elimination of vomiting but not all the nausea in 44 
patients. 

Since the literature contains evidence that good results 
do not depend entirely on the therapeutic agent used in the 
syndrome of radiation sickness, a control group was estab- 
lished to measure roughly the psychic effect. Twenty-three 
patients in whom the symptoms of radiation sickness already 
were present were given a placebo under the impression they 
were receiving the drug. The percentage of good or excellent 
results in the group receiving Dramamine was much higher, 
79 per cent, compared with 13 per cent. 

Side reactions were drowsiness, “bad taste,” paresthesias, 
and nausea, drowsiness bemg the most serious. It was present 
among the patients in the control group and may be attributable 
to the effects of roentgen therapy or to a poor nutritional 
state. A combination of Dramamine and 200 mg. of pyridoxine 


intravenously given to a few patients with particularly aggra- 
vating nausea and vomiting produced better results than either 
drug alone. 

Dramamine is a safe, inexpensive drug for prophylactic 
and therapeutic use in radiation sickness. The authors are 
at a loss to explain its action. Tillisch believes it may depend 
upon a specific depressant effect on the vomiting reflex, with 
the relief of malaise, prostration, and lethargy following the 
removal of the vomiting symptoms. 


SURVIVAL AFTER RECENT MYOCARDIAL INFARCTION 


Analysis of over 500 cases of recent myocardial infarction 
(within 5 years) which was conducted by L. N. Katz, M.D., 
G. Y. Mills, M.D., and F. Cisneros, M.D., and reported in 
the Archives of Internal Medicine, August, 1949, revealed 
statistics which might wel! change some of the current con- 
cepts of prognosis in myocardial infarctions. 

About one fourth of the patients died in the first two 
months, one half at the end of a year, two thirds at the end 
of the third year, and four fifths at the end of 5 years. 
This gave a survival rate of 72 per cent for the first 2 
months, 55 per cent for the first year, and 16 per cent for 
5 years. 

Of those patients who died after the second month the 
causes were: 65 per cent due to another myocardial infarct, 
19 per cent of heart failure, 6 per cent of pulmonary embo- 
lism and 10 per cent of miscellaneous causes. 

Hypertension and/or angina pectoris when previously 
present did not increase the death rate within the first 2 
months but it shortened the life expectancy period thereafter. 
Heart failure on admission not only shortened the over-all life 
expectancy but increased the immediate mortality rate (within 
2 months). Diabetes mellitus increased the mortality rate 
within the first 2 months but did not appreciably affect the 
life expectancy after that. Low voltage, sinus tachycardia, 
heart block or ectopic rhythm when present on the admitting 
electrocardiogram definitely increased the mortality rate within 
the first 2 months but did not alter the long term prognosis. 
Those who were symptom free on admission had the same 
immediate prognosis but after that their outlook was more 
favorable. 

The older the patient the worse the immediate and future 
prognosis was and though the immediate mortality rate was 
greater in women than in men their prognosis was better 
after the first 2 months. The mortality rate was little affected 
by the location of the infarct during the first 2 months but 
the prognosis was better after that for lateral wall infarcts 
than for anterior and posterior wall involvements. 

Morton Terry, B.A., D.O. 


CLINICAL SYNDROME OF OCCLUSION OF THE POSTERIOR 
INFERIOR CEREBELLAR ARTERY 


Three cases occurring in a general hospital in the past 
year of occlusion of the posterior inferior cerebellar artery 
are reported in the Archives of Internal Medicine, September, 
1949, by Burton Levine, M.D., and others, and the syndrome 
is discussed. 

The onset is usually sudden without loss of consciousness 
and the patient experiences dizziness, headache, inability to 
swallow, paresthesia or numbness of the contralateral side 
of the body and the homolateral side of the face, falling 
toward the side of lesion, nystagmus, homolateral Horner’s 
syndrome, ataxia, and trigeminal analgesia and thermanesthesia. 

The neurologic mechanisms in the production of signs 
and symptoms are discussed in detail. Arteriosclerosis is the 
most important etiologic factor and most victims have hyper- 
tension. Syphilitic arteritis, anatomical variations, and me- 
tastatic neoplasms are less common causes. 

Prognosis for any attack is good, improved function 
occurring in several months, but it must be remembered that 
this syndrome is an indication of generalized vascular disease 
in which sudden death is not uncommon. 

Treatment consists in maintenance of nutrition (paren- 
terally or by Levin intubation) and the prevention of aspira- 
tion pneumonia. Anticoagulant therapy is controversial. 
Morton Terry, B.A., D.O. 
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ON THE DIAGNOSIS OF MULTIPLE SCLEROSIS 


Foster Kennedy, M.D., in the New York State Journal of 
Medicine, October 15, 1949, counsels against telling a patient 
he has multiple sclerosis. In addition to the fact that this 
label is not only a diagnosis but a prognosis, removing the 
strong emotional balance of hope, Kennedy believes too often 
the wrong diagnosis is made. To substantiate this contention, 
he cites a number of interesting cases with conditions simn- 
lating and previously diagnosed multiple sclerosis together 
with his own differentiation, treatment, and subsequent ‘cure. 


Reminding the reader that the disease involves the entire 
cerebrospinal axis, the writer states that multiplicity, while 
it may occur from other causes, must be present before a 
diagnosis of multiple sclerosis can be made. What was known 
formerly as “latent” multiple sclerosis, the symptoms being 
spasticity of the legs usually without bladder trouble and 
sensory signs, is much more probably the result of a tumor 
or arachnoiditis of the spinal cord. 


One case cited of a male, 41 years old, had a history 
of dragging gait and persistent numbness in the left hand, 
progressive for 6 years. His gait was spastic, hand muscles 
atrophied, the grasp weak, and the “spinal hand” was in 
evidence, with wrist flexion on the other side when the 
shaking han! was extended to grasp. Pain was absent, and 
bladder or bowel trouble and double vision were nonexistent. 
Before the onset of his complaints, pericarditis with effusion 
had caused a 4-month illness at which time the left upper 
arm was ataxic, the left hand exhibited astereognosis, vibra- 
tion was not perceived in the left ring and little fingers, and 
the similar perceptions were diminished in the right hand. 
Kennedy reports his examination showed “relative reduction 
of all sensation below the first dorsal vertebrae and upon 
pinprick there was a relative reduction in both hands, areas 
of the eighth cervical vertebrae. The abdominal reflexes were 
absent, knee and ankle jerks grossly exaggerated, legs in- 
tensely spastic, and both plantars extensor.” Other signs were 
a normal sense of position in the toes, temperature and touch 
felt sharply above the second dorsal segment, intense tender- 
ness to pressure and percussion over the seventh cervical and 
first and second vertebrae. Lumbar puncture was reported 
normal. The lack of bladder and eye involvement with 6 
years of spinal cord affection spoke against multiple sclerosis; 
Kennedy was sure he had assessed the slight but definite 
sensory loss correctly. He requested a laminectomy to be 
performed over the sixth and seventh cervical segments for 
exploration for a localized spinal arachnoiditis. The operation 
confirmed the diagnosis of chronic adhesive arachnoiditis of 
the cervical spinal cord, probably secondary to the former 
pericarditis. Postoperatively, the hands returned to normal 
and the right upper abdominal reflex was present. In time 
the spasticity of the legs was expected to improve. 


Strangely, the age of incidence of multiple sclerosis is 
exact: between 16 and 45 years. This fact assists diagnosis. 


One patient with a congenital weakness of the recti 
muscles of the left eye occasionally experienced diplopia. She 
had a certain muscular motor clumsiness. The condition had 
been diagnosed as multiple sclerosis. In the absence of al- 
lergies, bladder trouble, loss of vision, sensory changes, or 
abnormal reflexes, she could be assured her condition was 
not the result of multiple sclerosis. 


Good results have been obtained in patients exhibiting 
allergy or with a family history of allergy whose symptoms 
do not include the complete syndrome by the use of autogen- 
ous vaccine. Neuritic symptoms accompanied with allergic 
manifestations also respond with complete subsidence of 
central nervous dysiunction. There is a resemblance of the 
symptoms of multiple sclerosis, i. e€., episodes, intermissions, 
curability of acute attacks, the affection of the optic nerves, 
and the neglect of sensory paths, to the symptoms of allergic 
edema localized at the central nervous system. Autopsies of 
the rare acute cases of multiple sclerosis demonstrate recent 
plaques of perivascular infiltration of nervous tissue by fluid 
rather than sclerotic plaques, as one would expect. The fluid 
apparently becomes well absorbed eventually, thus explaining 
the subsidence of the episode. As the condition advances, 
some of the edematous sites are found to have become 
sclerotic. 


ve 
Nu 
Ju 
be 
de 
mi 
pe 
wi 
co 
: ap 
th 
stt 
no 
dis 
tic 
tal 
di 
an 
in 
an 
na 
mi 
ac 
tu 
lo 
sh 
an 
fa 
we 
T 
ca 
sk 
ca 
as 
cc 
re 
(| 
di 
m 
ci 
| 
d 
v 
he 
p 
{ ht 
il 
\ 
a A 


Volume 49 
Number 5 
THE GENERAL MEDICAL PRACTITIONER AND 
PLASTIC SURGERY 

Albert P. Seltzer, M.D., in the American Practitioner, 
july, 1949, points out the responsibility the referring physician 
bears to his patient in need of plastic surgery either from 
developmental defect or accidental injury. Such a patient 
may suffer from a sense of emotional inadequacy, either 
personal or social, which sometimes affects relationships at 
work, endangering even economic security, because of self- 
consciousness concerning the deformity. Most of these patients 
appeal to the general practitioner. His recommendation of 
the surgeon is the patient’s guide. 

The skill of the surgeon is taxed by the need to recon- 
struct tissues to perform well structurally and to appear 
normal cosmetically. No gain is made if the result is equally 
disfiguring. The surgeon’s ethics and ability must be unques- 
tionable. Injuries about the face demand more than a sculptor’s 
talent to repair. 

Reconstruction of a missing ear may well be the most 
difficult esthetic problem. The orbit and canthus and the 
antrum also are challenging. The nose may be distorted 
internally in regard to its important functions of breathing 
and filtering, smelling, and assisting voice production, exter- 
nally as to cosmetic effect. The ducts to the nasal sinuses 
may become infected because of various disturbances. After 
accidents, when the nose is subject to injury, the bony struc- 
ture must be examined carefully, as fractures can be over- 
looked easily. When reconstruction is done, the external nose 
should be designed and moulded to fit the face, cast in plaster, 
and the operative structure modelled from the cast. 

Common injuries in children can alter and deform the 
face, for example, after fracture of the superior maxilla, or 
wounds affecting the turbinates and obstructing the meatus. 
The subsequent growth of these parts must be considered 
carefully. 

The scrupulous surgeon is obliged to match lost tissues, 
skin by color and texture, membranes by function, bones and 
cartilage for support. Materials, instruments, even nursing 
assistance for operation and aftercare must be specialized. 

The general practitioner must evaluate the aforementioned 
considerations before referring the patient. 

CLINICAL AND BIOCHEMICAL STUDY OF REMISSIONS 
IN NONSPECIFIC ARTHRITIS 

Benjamin H. Archer, M.D., in the Archives of Internal 
Medicine of September, 1949, discusses various causes of 
remissions of arthritic symptoms such as pregnancy, jaundice 
(hepatocellular and obstructive types), hepatitis without jaun- 
dice, gold therapy, typhoid vaccine, hypervitaminosis with 
massive doses of activated ergosterol (viosterol), bismuth, 
cincophen, foreign protein, and several others. Repeated ob- 
servations suggest the possibility of hepatic damage and/or 
dysfunction as being the cause of dramatic remissions of 
symptoms in both rheumatoid and osteoarthritis. This, the 
writer suggests, may be the mode of action of gold therapy, 
viosterol and other drugs employed, all of which are 
hepatotoxic. 

The new rationale which is proposed is the administration 
of gold salts and large doses of viosterol simultaneously to 
produce mild toxic hepatitis which is controlled by serial 
liver function tests. 

Morton Terry, B.A., D.O. 


HYSTERICAL TYPE OF NONGASEOUS ABDOMINAL 
BLOATING 
_ This syndrome, also called “phantom tumor,” “pseudo- 
ileus” or “accordion abdomen,” is presented and discussed by 
Walter C. Alvarez, M.D., in the Archives of Internal Medicine, 
August, 1949. 

As described, pronounced bloating of the abdomen gen- 
erally appears gradually during the afternoon and decreases 
at night with no passage of gas. Occasionally the onset and 
disappearance is so rapid that it is obvious that no change in 
abdominal content could possibly have occurred. X-ray ex- 
aminations fail te reveal abnormal quantities of gas, and 
Surgical procedures generally not only demonstrate no ab- 
normalities but when any are found their removal does not 
result in cure. 
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The bulk of the patients are women but occasionally men 
are the victims, ard all were found to be nervous, unhappy, 
neurotic, or psychopathic. Digestion between spells-and even 
during attacks was good in most cases. 

Some cases demonstrated the bloating in only a portion 
of the abdomen, some had pain and others did not, and in 
some the attack terminated when a gurgle was heard in the 
abdomen. A drink of water, defecation, or taking of an 
enema induced attacks in many and excitement, annoyance, 
fright, fatigue and ingestion of food did so in others. 

Many lost much or all of the bloating when they lay 
down, especially if the thighs were flexed on the abdomen, 
while the abdomen became flat in seconds or minutes by 
induction of spinal or general anesthesia, splanchnic block 
with procaine, onset of vomiting, injection of morphine, and 
doubling up of the patient. 

The cause is felt to be a contraction of the abdominal 
muscles and the assumption of a lordotic posture which forces 
the abdomen downward. Prognosis is poor. Some patients 
recover when life becomes easier or happier. Barbiturates are 
recommended for relief of acute attacks in some cases. 

Morton Terry, B.A., D.O. 


CHEMOTHERAPY IN CLINICAL TUBERCULOSIS 


The action of the sulfone compounds, streptomycin, and 
para-aminosalicylic acid has been studied by Karl H. Pfuetze, 
M.D., and Marjorie M. Pyle, M.D., during the last 8 years 
at Mineral Springs Sanatorium, Cannon Falls, Minn. A sum- 
mary of their findings appears in the Proceedings of the Staff 
Meetings of the Mayo Clinic, April 27, 1949. 

Tuberculosis has always been difficult to treat because 
of its chronicity and recurrence, its varied pathology, the 
proliferative and destructive anatomic changes which prevent 
access of a drug to the bacillus and because of the irreversible 
nature of some of the changes. In all cases recovery depends 
upon the resources of the patient’s body, if the progress of 
the infection can be suppressed by chemotherapy. 

Streptomycin, which is highly bacteriostatic and possibly 
partly bactericidal, is the best treatment known for tubercu- 
losis of the mouth, pharynx, and tracheobronchial tree, 
tuberculous sinuses and fistulas, tuberculous enteritis and peri- 
tonitis, and tuberculous otitis media. Some forms of ocular 
tuberculosis, acute tuberculous pericarditis, mediastinitis, tuber- 
culous pleurisy with effusion, and tuberculosis of the bones 
and joints in the early inflammatory stage respond well 
definitively to streptomycin. No other drug yet known has 
altered the progress of disseminated tuberculosis, but strepto- 
mycin is still far from being the ideal therapy, especially in 
combined miliary and meningeal disease, in which the prognosis 
is the worst. Even in cases with the poorest prognosis, strep- 
tomycin is palliative; cough improves as do laryngitis and 
enteritis. Renal tuberculosis responds. An associated tubercu- 
lous cystitis has been known to heal. The prognosis is best 
for miliary tuberculosis without meningitis. Streptomycin is 
used to improve both pulmonary and extrapulmonary lesions, 
so that surgery can be performed. The drug should be used 
prophylactically wherever there is danger of dissemination or 
extension of infection, as in pneumonectomy, lobectomy, 
removal of tuberculoma of the brain, and even in tonsillectomy, 
if the tonsils could be tuberculous. It should be used also 
in cavernostomy, and decortication of the lung, in pericardi- 
olysis, nephrectomy or other surgery involving urogenital 
tuberculosis, and also in surgery of tuberculous bones and 
joints. Other therapy must be added to streptomycin in the 
treatment of pulmonary tuberculosis. With streptomycin as 
an adjunct the clinical symptoms usually improve and exuda- 
tion clears. Bactericidal resistance accrues after treatment 
has been sustained for 4 to 6 weeks. The optimal treatment 
must be evaluated against this probability. 

The greatest usefulness of the sulfone, Promin, is the 
promotion of healing when prolonged slow bacteriostasis is 
present. Bacterial resistance to Promin has not been demon- 
strated, even through periods of time as long as 2 years. 
Acute tuberculous processes are not affected by sulfones. 
The authors feel its potential toxicity has been exaggerated. 
Subjective symptoms appearing have been anorexia, nausea, 
nervousness, headache, and insomnia. Administered orally, 
promin often causes a hemolytic anemia. These reactions have 


always proved reversible. There is no toxic effect when 
the sulfone is given intravenously but apparently no thera- 
peutic effect, either. 

The sulfone, Diasone, has a similar potential toxicity, 
except that it produced no anemia. Diasone dosages do not 
affect its low concentration in the blood. This sulfone is less 
effective therapeutically than Promin. 

Promizone has no toxicity and produces a good con- 
centration in the blood. However, the reports of its thera- 
peutic efficacy contain no indication of consistency in effect. 

Para-aminosalicylic acid has still to be tested on enough 
suitable cases for longer periods of time. 

No drug meets the standard of streptomycin which does 
not solve the multitudinous problems of tuberculosis therapy. 
Continued search and testing must be maintained, especially 
since the use of streptomycin is complicated by bacterial 
resistance. 


AEROSOL AND MICRONIZED EPHEDRINE AND PENICIL- 
LIN THERAPY OF DISEASES OF THE LOWER 
RESPIRATORY TRACT 

Asthma patients previously treated by diverse methods 
were subjected to therapy with inhalation of nebulized and 
micronized ephedrine immediately followed by inhalation of 
penicillin in the same form. 

The following conclusions are drawn from the series by 
Samuel J. Weinberg, M.D., and George L. Packer, M.D., in 
Archives of Internal Medicine, September, 1949: 


1. Patients treated with nebulized (aerosol) ephedrine 
sulfate followed by aerosol penicillin were definitely benefited 
after 3 weeks as indicated by reduced volume of sputum, in- 
creased exercise tolerance, reduced dyspnea, cough, and chest 
discomfort, improved sleep and appetite, and decreased epi- 
nephrine requirement. 

2. Equal periods of treatment with micronized (dust) 
ephedrine sulfate and micronized penicillin calcium produced 
equal benefit. 

3. Both types are equally effective bacteriologically. 

4. Allergic manifestations were rare. 

Morton Terry, B.A., D.O. 
DIAGNOSIS OF SYPHILIS CONFUSED BY PENICILLIN 
THERAPY OF OTHER DISEASES 

Presenting five similar case histories of patients hospital- 
ized for illnesses other than syphilis, tested serologically the 
day of admission, and treated with penicillin for various in- 
fections before the positive serologic blood test reactions were 
reported, Thomas H. Sternberg, M.D., and Paul LeVan, M.D., 
in the American Practitioner, August, 1949, demonstrate the 
difficult diagnostic problem which arises when penicillin therapy 
has been instituted before a biologic false positive reaction 
has been determined by a diminishing serologic titer, since 
even small doses of penicillin may reduce the level of syphilitic 
reagin and render the latter test useless. 

All patients admitted to Wadsworth General Hospital, 
Los Angeles, are given a routine serologic test for syphillis 
immediately and the results reported before penicillin is used. 
If the situation is urgent, sulfonamides are substituted for 
penicillin, until the ward physician signs a negative blood 
serologic report. If a positive serologic test is found after 
penicillin has been utilized for other diseases, it should be 
determined what clinical evidence for syphilis is present, and 
what history there is of earlier syphilis, recent illnesses, vac- 
cinations, or immunizations. The results of spinal fluid exami- 
nation, cell count, total protein, and complement fixation test, 
and an accurate record of the amount and duration of previ- 
ous penicillin therapy should be compiled. 

If the history or clinical evidence indicate syphilis, there 
is no delay in beginning treatment and subsequently placing 
the patient on routine follow-up for syphilis. However, Stern- 
berg and LeVan recommend that in the absence of corrobora- 
tive evidence, when a positive serologic test for syphilis 
is found after penicillin has been used for other disease, 
the patient should receive a frank explanation of the danger 
of ignoring early or latent syphilis which cannot be eliminated 
positively from the diagnosis, and the importance of adequate 
treatment and follow-up, which then should be instituted. 
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Journal A.O.A, 
January, 1950 
HEMATOLOGIC STUDIES IN HIROSHIMA AND A CONTROL 

CITY TWO YEARS AFTER THE ATOMIC BOMBING 

Detailed hematologic studies which were performed op 
individuals who received relatively large doses of radiation 
(as selected by scalp epilation) as a result of the atomic 
bomb explosion in Hiroshima are compared with a control 
study of nonirradiated persons of Kure and reported in the 
Archives of Internal Medicine, October, 1949, by Fred M. 
Snell, M.D., and others. 

The studies included erythrocyte and leukocyte counts, 
hemoglobin and plasma protein content determinations, hema- 
tocrit readings, determination of cell constants, and differential 
and reticulocyte counts. The following observations are made 
regarding irradiated individuals in 20 to 33 months: 

1. Erythrocyte count, hemoglobin concentration, and 
hematocrit reading were slightly, but significantly, depressed 
for the subjects in Hiroshima. 

2. Total leukocyte count was the same in both cities but 
a slight relative depression of lymphocytes and slight elevation 
of eosinophils was present in Hiroshima. 


3. Plasma protein values were slightly higher in 
Hiroshima. 
4. The variability of observations was significantly 


greater in Hiroshima. 

5. The greater the amount of radiation absorbed the 
greater the erythrocytic and lymphocytic depression and 
eosinophilic elevation. 


The final, and most significant, conclusion is that 2 years 
following the atomic bombing the peripheral blood of involved 
individuals demonstrated almost complete recovery from this 
hemopoietic insult. 

Morton Terry, B.A., D.O. 


IRON OVERLOAD (HEMOSIDEROSIS) AGGRAVATED BY 
BLOOD TRANSFUSIONS 

Writing in the Archives of Internal Medicine, May, 1949, 
E. E. Muirhead, M.D., and others state that two types of 
excessive iron deposits in the body are usually distinguished 
—hemosiderosis and hemochromatosis. Of the total body iron 
content (4.5 gm.) of the average adult, 55 per cent is incor- 
porated in the hemoglobin molecules within the erythrocytes 
and 20 per cent in the iron stores—chiefly the liver. Of the 
remainder 8 to 10 per cent is distributed in muscle hemoglobin 
and “parenchyma iron.” Efficient normal conservation is indi- 
cated by the low daily requirement of 4 to 15 mg. The mucosa 
of the intestinal tract of the normal individual prevents 
absorption of iron excesses into the plasma. Repeated blood 
transfusions contribute to hemosiderosis and widespread tissue 
damage has been noted in the liver, kidneys, lungs, spleen, 
suprarenal glands, etc. The conclusion thus is that the outlook 
for patients sustained hematologically by prolonged blood 
transfusion therapy does not appear good. Two complications 
which may be expected are (a) frequent reactions to infused 
blood and (b) iron overload of body tissue, mainly the liver. 

Morton Terry, B.A., D.O. 


FAMILIAL PERIODIC PARALYSIS 

Several cases of familial periodic paralysis are reported 
by Dewey K. Ziegler, M.D., in the Archives of Internal Medi- 
cine, September, 1949, and the clinical features and patho- 
genesis of this disease are discussed. 

The typical attack which does not generally occur until 
puberty usually occurs on awakening in the early morning 
hours. Flaccid paralysis of the skeletal musculature below 
the neck with loss of all deep reflexes and electrical excit- 
ability may occur but sensation and mental function remain 
intact. In some cases only slight recurrent weakness of one 
limb may appear. Attacks last from a few hours to a few 
days. 

The mechanism is thought to be due to a chronic deficit 
of muscle potassium which is exacerbated by ingestion of 
large amounts of carbohydrate. The latter, during rest, 
causes a potassium shift from the blood to intracellular 
location. 

Treatment consists of oral administration of potassium 
chloride. 

Morton Terry, B.A., D.O. 
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